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Section 1 :
Personal Study Plan
Submitted as Part Requirement for the 
Degree of Doctor of Psychology
Name: Brian Mark Levy
Date: August, 1996
Date of Registration: April, 1996
Registration Number: URN 3518841
Overall Aim
My overall aim is to enhance my practice as a Chartered Clinical Psychologist 
by engaging in a programme of academic study and research that will be of 
practical benefit to my patients, employer and the Trainee Clinical 
Psychologists on attachment to my specialty. By the end of this period of 
study, I hope to have improved my research skills and academic knowledge to 
a standard whereby I can contribute to the profession through the production of 
papers and articles.
I hope to achieve this by producing a portfolio of work including an outline of 
my clinical experience and training (clinical dossier), two academic critical 
reviews (academic dossier) and a research thesis (research dossier).
Clinical Dossier
I propose to submit a detailed outline of my clinical experience over the 12 
years since I first qualified. This will be based upon my ‘Personal Professional 
History’. Over the years, I have maintained this document instead of a 
Curriculum Vita and have included a copy with each post that I have applied 
for. In addition to containing details about my qualifications and post held to 
date, the document chronicles key aspects of my clinical and employment 
experience. The document also contains details of post-qualification training 
that I have undertaken. In many ways, my ‘Personal Professional History’ is 
akin to the training and experience logs that some professions (e.g. nursing) 
require to be maintained on a regular basis.
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The second part of my submission for the clinical dossier comprises a paper 
entitled “The case for the radical restructuring of the clinical psychology 
profession”. This ‘professional issues’ paper argues that the development of 
the clinical psychology profession and its ambition to seek equivalence of pay 
and status with the medical profession is being damaged by the current 
structure of the profession. The paper asserts that career promotion within the 
profession should be linked to clearly defined continuing professional 
development to ensure that ‘Grade B’ or Consultant Clinical Psychologists are 
worthy of that status.
Academic Dossier
The Academic Dossier of the portfolio will comprise the following two 4500 
word critical reviews.
Eye Movement Desensitisation in the Treatment of Post-Traumatic 
Stress Disorder: Fact and Fiction
A trawl of abstracts in the psychological literature since 1989 suggests that 
there has been considerable interest in Eye Movement Desensitisation (EMD) 
in the treatment of symptoms of Post Traumatic Stress Disorder (PTSD). 
Dramatic claims have been made for this technique and some practitioners 
appear to be using it for a wide variety of different disorders. In the first 
review, it is my intention to consider the efficacy of the technique as applied to 
solely to the treatment of PTSD. In the spirit of the Doctor of Psychology 
(Psych. D.) conversion course, I have deliberately chosen this area because I 
receive a significant number of referrals of patients with PTSD. In my 
experience, the intrusion symptoms of this disorder seem particularly difficult 
to eliminate. I am, therefore, interested in expanding my knowledge of this 
area.
I do not anticipate any particular difficulties in completing this piece of work. 
However, it is my intention to submit drafts of the work to my academic
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supervisor as the work proceeds. In addition I will arrange appointments to 
discuss the work at various points.
Deconstructing Eye Movement Desensitisation for the Treatment 
of Post-Traumatic Stress Disorder: A Review of Contemporary 
Theory
My developing interest in Eye Movement Desensitisation (EMD) has led me 
to consider that clinicians have attempted to develop treatment methods 
without fully considering the theoretical construction of PTSD. Thus, my aim 
is to critically review recent theoretical models reported in the literature. In the 
spirit of the Psych.D. conversion course opportunity to demonstrate the 
development of academic knowledge, I have chosen this area partly because I 
have not attempted such a review in the past. I also feel that it will 
complement the work carried out for the first review. Together, both pieces of 
work will have practical implications for my role as a co-ordinator of the local 
counselling effort in the event of a major disaster.
At present, I do not anticipate any difficulty in completing the work, although 
obtaining all of the literature revealed by a search may prove to be time 
consuming. As will be the case with the first review, it is my intention to 
submit drafts of the work to my academic supervisor as the work proceeds.
Research Dossier
The Research Dossier will comprise two research projects. The first of these 
will cover a new area of research prepared for the Psych.D. Conversion 
Course. The second project is a copy of my original M.Sc. research project 
which was originally submitted to Birmingham University in 1986 as a part- 
requirement for my current clinical qualification.
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Project 1 
Predicting and understanding four types of aggression on a 
iocked psychiatric hospitai ward.
Research Supervisor: Dr. C. Eastman, Consultant Clinical Psychologist, 
Walsall Community Health Trust
Background & Relevance
Perhaps one of the key issues facing mental health professionals today is the 
expectation that we should be able to predict violence and aggression in 
psychiatric patients. Several British studies indicate that the rate of violence in 
psychiatric hospitals has been increasing over the past decade or so 
(Hodgkinson, Mclvor & Phillips, 1985; Haller & Deluty, 1988; Noble & 
Rodger, 1989; James, Fineberg & Shah, 1990; Whittington, 1994). Indeed 
Whittington (1994) suggests that whilst there is considerable variability in the 
rates of violence between different psychiatric units, on average there is an 
assault on a member of nursing staff every 6 to 11 days. He suggests that the 
cumulative effect of such experiences on staff amounts to a significant 
occupational stressor.
Examination of the literature suggests that predictions of aggression and 
violence in psychiatric patients is notoriously inaccurate (sometimes being 
worse than chance). However, recent research indicates that the development 
of actuarial prediction methods may improve the situation significantly, 
particularly when predictions are made over the short-term. Successful 
prediction promises to improve staff and patient safety. Further knowledge of 
factors that actually predict aggression as opposed to the application of factors 
that may be shown to have little or no relevance would hopefully improve the 
effectiveness of nursing staff in preventing violent incidents from occurring on 
the ward with the minimum of infringement upon patients’ liberty and dignity. 
The proposed research is being carried out at the request of nursing and 
psychiatric staff on a locked unit.
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Methodology
Location: The research will be carried out on a 10-bedded locked ward of a 
small acute psychiatric hospital. Patients are admitted to this unit because they 
are considered to be a danger to others, or are considered to be a danger to 
themselves or are felt to have behavioural management problems making a 
stay on an open ward impractical. The average length of stay on the ward is 10 
days with a modal stay of 7 days. Patients are usually admitted from and 
discharged back to one of the other wards in the hospital. However, on 
occasions, patients may be admitted directly from the community.
Participants: The patients to be studied during the research are to be those 
admitted during a six month data collection period, following ethical approval 
from the Ethics Committee of Walsall Community Health Trust. If a particular 
patient is admitted more than once during the study, only the first admission 
will be included.
Instruments and Measures
The Windermere Aggression Risk Assessment (WARA): The primary 
instrument of interest is the ‘Windermere Aggression Risk Assessment’ 
(WARA). This instrument was developed in consultation with the Ward 
Manager and a Consultant Psychiatrist responsible for the ward on which the 
research will be carried out. They were asked to list factors that they felt would 
predict violent and aggressive behaviour on the ward. The only condition that 
was placed upon their selection of factors was that information for each factor 
should be readily available at the time of admission to the ward. The 
discussions resulted in 22 factors being identified.
Overt Aggression Scale (GAS): The Overt Aggression Scale (Yudofsky, 
Silver, Jackson, Endicott & Williams, 1986) has been selected as a measure of 
actual aggressive behaviour primarily because it is frequently cited as a valid 
and reliable measure in research conducted by a variety of authors in recent 
years. Whilst the GAS measures 4 types of aggressive behaviour (namely,
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verbal aggression, physical aggression against objects, physical aggression 
against other people and physical aggression against selQ only the first three 
categories of aggression will be used in the study. The reverse side of the form 
has been modified by the current author to serve as a diary sheet for incidents 
occurring during the shift so that even minor incidents can be recorded as they 
occur. This modification will also allow the frequency of the target behaviours 
to be recorded.
The SCL-90 Analogue: The SCL-90 Analogue (Derogatis, 1994) is a variant 
of the widely used Symptom Checklist - 90 (Revised) designed for use by staff 
in assessing 9 dimensions of psychopathology. Staff simply mark, on a 
continuum, the degree to which the patient exhibited symptoms of the relevant 
dimension. This will facilitate an assessment of the degree to which 
psychopathology and aggression on the ward are correlated.
Data Collection
When the research commences, a nurse from the admissions team will 
complete the WARA at the end of the admission process. This involves 
placing a tick against each item that applies. Thus, all 22 factors are essentially 
dichotomous variables. The WARA form also requires the nurse to state the 
source of information used in making the decision about whether the factor is 
present or not.
The aggressive behaviour of each subject in the study will be recorded each 
day following admission. During the shift, any aggressive incidents will be 
recorded on the diary side of the sheet. At the end of each shift, the nurse 
responsible for hand-over to the next shift will tick all classes of incident that 
occurred on the front of the sheet as well as any interventions that resulted 
from the behaviours recorded.
Information about actual behaviour will be collected using the Overt 
Aggression Scale (OAS). Four categories will be used;
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a) Verbal Aggression
b) Aggression against self
c) Aggression against objects
d) Aggression against people
Each category has 5 points within it. These range from 0 (behaviour not 
observed) through to 5 (extreme example of that behaviour). In order to reflect 
the ‘cost’ of the behaviour, the fourth point on each scale will be multiplied by 
4 and the fifth point by 6. Thus, in the case of physical aggression against 
others, even several incidents of grabbing at clothes or making threatening 
gestures to others would never be regarded as seriously as a single incident of 
an attack on another person which results in severe injury, broken bones, deep 
lacerations or internal injury.
The SCL-90 Analogue will also be completed at the end of each shift by the 
nurse in charge of the hand-over to the next shift.
Reliability: In order to check inter-rater reliability, a second nurse for every 
alternate admission will independently complete an additional WARA. Thus 
inter-rater reliability for the WARA will be based on a sample N=50.
Reliability for the OAS and the SCL-90 Analogue has been established as 
adequate in the literature.
Aims of the Study
The aims of the study are as follows;
Aim 1:
To determine the base-rates for the four different types of aggression that are 
the subject of the study and compare these with rates reported in the literature.
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Aim 2:
To determine the degree to which demographic factors are predictive of 
aggression on a locked ward.
Aim 3:
To examine the assumptions made by Psychiatrists and Psychiatric Nurses 
regarding those factors that are considered important in predicting aggression 
on a locked psychiatric ward.
Aim 4:
To examine the assumption made in the literature that patients with some 
diagnosed mental disorders, notably schizophrenia, substance abuse disorder 
and manic-depression are more likely to be aggressive than others.
Aim 5:
To determine the degree to which aggression can be linked to current 
psychological state as opposed to general diagnosis.
The primary data analysis will comprise a series of comparisons between 
aggressors and non-aggressors for each of the four actual measures of 
aggression produced by the OAS for a range of variables (including 
demographic variables and ‘risk’ factors). Of course suitable adjustments will 
be made to the alpha level to take into account the effect of repeated tests. The 
specific statistical analyses chosen will depend on the distribution of the data. 
The hypothesis that aggression is correlated to mental state will be investigated 
by comparing psychopathology as measured by the SCL-90 Analogue in 
aggressors and non-aggressors.
Ethical Considerations
The proposed study does not directly require the involvement of the subjects 
studied. Essentially the data being collected is a formalisation of information 
that is already collected in various forms by ward staff. In view of the fact that 
the study has been accepted by Walsall Community Health Trust Ethics
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Committee and that all information being collected is required as an integral 
aspect of sound professional nursing practice, I have been advised by Lorraine 
Nanke (Continuing Professional Development Tutor) that it does not need to 
be submitted to the University Ethics Committee.
Project 2 
Personal Styles in Attempted Suicide
Research Supervisor: Dr. C. Eastman, University of Birmingham 
Research project submitted as part requirement for the Degree of Master of 
Science in Clinical Psychology (University of Birmingham, 1986).
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1. Introduction
In keeping with the philosophy behind the practitioner doctorate degree, the 
following document provides a detailed account of my professional experience 
since I graduated with a B.Sc. (First Class Honours) in 1983. This account 
begins with my early experience as a Psychological Technician before moving 
on to describe and discuss my clinical training as a post-graduate student on 
the Birmingham University M.Sc. Clinical Psychology Course. The account 
continues with a description and discussion of my immediate post­
qualification training and experience as a Fellow to the Department of 
Research and Clinical Practice at the Crichton Royal Hospital in Dumfries, 
Southwest Scotland. My move back to the English Midlands and my 
subsequent work as a Senior Clinical Psychologist is then considered. The 
importance of the following five years as a Principal Clinical Psychologist 
with responsibility for a geographical community locality in shaping a clinical 
management perspective is then discussed. Finally, the account considers my 
work as a Consultant Clinical Psychologist for Adult Mental Health 
concomitant with my emergent personal philosophy about the role of the 
Clinical Psychologist working with people with serious psychological 
disabilities.
In contrast with academic and research dossiers included in this portfolio, the 
following dossier is a personal account rather than a work grounded in the 
psychological literature. However, the supplementary paper, entitled, “The 
Case for the Radical Restructuring of the Clinical Psychology Profession” 
offers some personal views about the structure of the profession and how it 
might be restructured to secure its future and continuing evolution .
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2. University and Professionai Education
2.7 University education
Date Institution Qualification
1980- 1983 Bradford University B.Sc. (Psychology) First Class Hons
1984- 1986 Birmingham University M.Sc. (Clinical Psychology)
2.2 Further training
Date Location Subject
1986-1988
Department of Psychological 
Services & Research, Crichton 
Royal Hospital, Dumfries and 
Galloway
Post-Qualification Course in 
Therapeutic Psychology
March 1995 - 
Nov. 1995
Psychtech International, Burton- 
on-Trent
BPS ‘A’ and Intermediate B’ 
Certificates in Occupational 
Psychometric Testing
March 1995 - 
Dec. 1995
Walsall Community Health NHS Institute of Supervisory 
Managers Diploma in 
Management
2.3 Additional training courses attended
Date Course Title Organised by Location
1994
Single Case Design 
Experiments and Research
University of 
Birmingham
Queen Elizabeth 
Postgraduate 
Medical Centre
1994
Issues in Psychological 
Formulation
University of 
Binningham
Queen Elizabeth 
Postgraduate 
Medical Centre
1995
Applying the MMPI-2 in 
Clinical Practice
Dr. D. Trent Midlands
Psychological
Services
1995
Milan Family Therapy Black Country 
Study Day
South Staffordshire 
Postgraduate 
Medical Centre
1996
Practical
Neuropsychological
Screening
Mr. Alan Moss, 
Black Country 
Study Day
South Staffordshire 
Postgraduate 
Medical Centre
1996 New Developments in Neuropsychology
Dr. Paul Brock University of 
Birmingham
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1996
Issues in Risk Assessment Ms. Bryony Moore, 
Black Country 
Study Day
South Staffordshire 
Postgraduate 
Medical Centre
1997
New Approaches to 
Borderline Personality 
Disorder
Black Country 
Study Day
South Staffordshire 
Postgraduate 
Medical Centre
1998
The Psychological 
Management of Psychotic 
Symptoms
Dr. Michael 
Drayton, Black 
Countr}: Study Day
South Staffordshire 
Postgraduate 
Medical Centre
1998
Advanced Learning Skills Professor Roy 
Paget
Walsall
Community Health 
NHS Trust
3. Employment Experience
Dates Employer Post Held
January 1996 -  
Present
Walsall Community Health 
NHS Trust
Consultant Clinical Psychologist 
(Grade ‘B’) for Adult Mental 
Health
January 1995 -  
December 1995
Walsall Community Health 
NHS Trust
Principal Clinical Psychologist 
for Adult Mental Plealth
July 1990 - 
December 1995
Priority Health NHS Trust 
(formerly Dudley Health 
Authority)
Principal Clinical Psychologist
October 1988 - 
June 1990
North Birmingham Health 
Authority
Senior Clinical Psychologist
October 1986- 
September 1988
Dumfries and Galloway 
Health Board
Basic Grade Clinical 
Psychologist
October 1984 - 
September 1986
West Midlands Regional 
Health Authority
Probationer Basic Grade 
(Trainee) Clinical Psychologist
June 1983 - 
September 1984
North Warwickshire 
District Health Authoi it\
Psychological Technician 
(Full Time)
June 1982 - 
September 1982
North Warwickshire 
District Health Authority
Psychological Technician 
(University Vacations) i
June 1981 - 
September 1981
North Warwickshire 
District Health Authority
Psychological Technician 
(Voluntary Work during 
University Vacations)
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4. Pre-Training Clinical Experience
4.1 Experience as a Psychoiogicai Technician
4.1.1 Assessment
During my time as a Psychological Technician, I became familiar with the 
routine administration and interpretation of a number of psychometric, social 
and behavioural tests during the preparation of reports for the future placement 
of clients or as a pre-requisite to Individual Programme Planning.
4.1.2 Therapeutic intervention
At this time, I was actively involved in non-directive counselling for ‘Niteline’ 
(both over the telephone and through direct client contact). The service was 
used by both the university and the community. The nature of the 
psychological problems encountered varied considerably from exam anxiety 
through to addictions and sexual problems.
Under the direct supervision of a Senior Clinical Psychologist and the District 
Top Grade Psychologist, I became involved in the individual counselling of 
clients attending the Nuneaton MIND Day Centre. These clients presented 
with a variety of problems including terminal illness, depression, 
schizophrenia and anxiety-related disorders. I also ran a Social Skills and 
Relaxation Group at the Community Centre for over a year. It was during this 
time that my interest in community-based psychological services began to 
develop. Thus, I became committed to a humanistic philosophy with a 
fundamental belief that mental health is a community issue that involves every 
walk of life and social stratum. My belief in the universality of psychological 
knowledge is fundamental to my approach.
4.1.3 Learning Disabilities
In conjunction with nursing staff, I became involved in the development of a 
number of Individual Treatment Programmes for ward-based residents. This
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involved helping people with learning difficulties to develop their self-help 
skills with the ultimate aim of rehabilitation to community settings.
4.1.4 Research
An Investigation into Organisational Constraints: The lack of maintenance 
and generalisation of individual behavioural programmes reflected the need to 
accurately describe the ward system and, in particular, identify hitherto 
unrecognised constraints on the development, maintenance and generalisation 
of skills. To this purpose, I became involved in the conceptualisation and 
implementation of an observational method that we termed, “Chains 
Analysis”.
The systemic orientation of this research has proved invaluable in helping me 
to understand the behaviour of organisations and the effect of that behaviour 
on the individual. I have no reason to believe that our findings and method are 
not directly applicable in a variety of other organisational settings. This early 
experience was very influential in shaping my thinking about the difficulties of 
working in psychiatric in-patient settings. Further, I am extremely aware of the 
dangers inherent in creating ‘mini-institutions’ as we progress ‘Care in the 
Community’.
Staffing Level Project: As an undergraduate, I became interested in the effect 
of staff level as a determinant of resident behaviour within a setting for people 
with learning disabilities. This study was written up as my final year 
undergraduate project.
5. Experience as a Trainee Clinical Psychologist
Clinical Training at Birmingham University comprised 5 placements; 3 core 
placements in the first year (which were assigned to the trainee) and a further 2 
of the trainee’s choice in the second year. Thus, the first year provided the 
trainee with a basic training in the areas of adult mental health, children and 
adolescents and learning disabilities. The second year allowed for the 
exploration of new areas or further development in areas of practice with which
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the trainee had already become acquainted. A brief description of each 
placement experience is provided below:
5.1 First Year Clinical Attachments
5.1.1 Birmingham Social Services Psychology Team
(Children & Adolescents Placement; Supervisor: - K  T. Barlow, Principal 
Clinical/Senior Educational Psychologist)
A  Placement with Birmingham Social Services provided me with a unique 
opportunity to obtain some experience within a non-NHS setting. I was 
afforded an excellent opportunity to work with a variety of professionals 
including Educational Psychologists, Social Workers, Probation Officers and 
members at all levels of the teaching profession. The theoretical orientation of 
the placement was essentially behavioural, although there was an opportunity 
for me to extend my interest in systemic approaches because of my 
participation on the Birmingham Solvent Abuse Committee.
Individual Work: I received referrals mainly from the Birmingham South 
District Social Services Centre. Psychological problems included solvent 
abuse, school refusal and phobia, childhood psychosis and a variety of 
delinquent behaviours. In many cases, the assessment prior to the submission 
of a court report was required. Whilst on placement I was able to participate in 
Family Therapy sessions under the supervision of an Educational Psychologist.
Clinical Practice Report: “A Psychological Intervention with a ‘Conduct 
Disordered’ Boy in Residential Care ” (February, 1985)
This report describes the background and treatment of an eleven-year-old boy 
in the care of Birmingham Social Services. The report examines systemic 
constraints in the facilitation of the boy’s needs.
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5.1.2 Kidderminster General Hospital
(Adult Mental Health Placement; Supervisor:- M, Willmott, Principal 
Clinical Psychologist)
This attachment represented a sound introduction to psychotherapy within a 
primary care system, utilising a variety of different theoretical models. Whilst 
the favoured orientation of my supervisor was Cognitive-Behavioural, I was 
fortunate enough to have received additional supervision in Gestalt and 
Psychodynamic approaches. Although the bulk of my caseload was referred by 
General Practitioners, referrals from Educational Psychologists, Psychiatrists, 
Physicians and Surgeons were also seen.
Parasuicide Counselling: As a member of the Kidderminster Parasuicide 
Counselling Team, I carried out assessments of patients admitted to hospital 
after acts of deliberate self-harm. I attended the weekly meeting of the 
Multidisciplinary Counselling Team during which follow-up for each patient 
was discussed. My developing interest in parasuicide led me to choose this 
area as a basis for my M.Sc. Research (see later).
Clinical Practice Report: “Staff Attitudes to Treatment and their Relation to 
Personal Direction o f  Interest” (July, 1985)
This study utilised the Direction of Interest Questionnaire (DIQ) and the 
Attitudes to Treatment Questionnaire (ATQ) from the Claybury Selection 
Battery to examine the relationship between the theoretical construct of 
‘Direction of Interest’ with staff’s expressed preferences for treatment. With 
notable exceptions, the hospital staff were more ‘psychological’ (as opposed to 
‘organic’) in their treatment orientation. The report discussed the importance 
of psychological training and a therapeutic ethos in determining the quality of 
care that can be provided within the General Hospital Setting.
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5.1.3 Ridge Hill Hospital
(Learning Disabilities Placement; Supervisor: - R, Toogood, Principal 
Clinical Psychologist)
This placement allowed me to extend my background in learning disabilities 
into the area of community care. I worked extensively with a Community 
Mental Handicap Team responsible for the welfare of the learning disabled 
population within a particular area. The team comprised a Social Worker, a 
Community Nurse and myself. My responsibility was to provide advice to the 
team on Individual Programme Planning for community-based clients. 
Frequent domiciliary visits afforded me the opportunity to become involved in 
the support to my clients’ relatives.
Hospital-based work involved assisting nursing staff with Individual 
Programme Planning as well as staff training in behavioural principles.
Clinical Practice Report: “An Attempted Evaluation o f Three Methods o f  
Staff Training: A Study o f Organisational Constraints” (November, 1985)
At the outset, the project was directed at comparing formal teaching methods, 
manual-based knowledge acquisition and computer-based learning of basic 
behavioural skills. Resistance to the project precluded the collection of 
meaningful data with regard to the original hypothesis. Thus, the discussion 
centred upon the examination of organisational constraints on staff behaviour 
in terms of the Systemic Approach devised by Partridge (1985).
5.2 Second Year Attachments
My general aim for the duration of the second year of the course was to further 
develop my psychotherapeutic skills by exploring a range of different 
approaches. I felt, at this time, that I had acquired some knowledge and 
experience of a myriad of approaches from which I could begin to build 
something of a ‘Personal Approach’ to psychotherapy. In order to achieve this 
goal, I felt that I needed to continue to experience and learn of new approaches
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whilst simultaneously involving myself in one particular approach that would 
facilitate my development both as a person and as a therapist. To this end, I 
chose to undertake a split placement, spending one day per week engaged in 
Psychodynamic Psychotherapy and one day per week exploring Cognitive 
Behavioural, Transactional Analytic, Gestalt, Rogerian and Short Term 
Dynamic Psychotherapeutic Approaches.
5.2.1 The Uffculme Clinic
(West Midlands Regional Centre for Psychotherapy; Supervisor:- 
J. Kelntan, Principal Clinical Psychologist)
My interest in psychodynamic approaches derived from the realisation that one 
of the critical determinants of successful therapeutic outcome relates to the 
therapeutic relationship itself. I had previously discovered that careful 
attention to the ‘period of entry’ into a system or organisation is equally central 
to the prediction of successful outcome with systemic approaches. Whilst I 
acknowledge than many behavioural psychologists’ approaches include such 
an awareness, it is not as fully integrated within the basic theory as it is in the 
case of psychodynamic approaches. Through discussions with my supervisor, 
we decided that the best way for me to gain experience in this area was for me 
to see a few patients for a year and to study their therapies in full. This was 
achieved through the preparation of transcripts of sessions, which were duly 
discussed in supervision. Whilst theorists such as Malan, Ballint, Storr, 
Tarachow and Winnicott provided me with a theoretical base from which to 
practice, the work of Casement and Laings helped me to develop the essential 
skills of in-therapy self-supervision. I believe that this intensive experience 
proved to be invaluable to me not only as a developing psychologist but also 
as a person. During my year at the clinic, I was involved in the Peer Group 
Supervision meetings where members of all representative professions met 
weekly to discuss clinical and personal issues pertaining to patient care within 
the Uffculme’s therapeutic community. Further, I was actively involved in the
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clinic’s unique assessment procedure for the admission of in-patients to the 
year long intensive psychotherapy programme.
As part of the clinic’s self-evaluation programme, a team of multidisciplinary 
professionals met regularly to derive formulations of patients’ conflicts based 
on the assessment material. During these meetings, which were chaired by a 
local psychoanalyst, each patient’s anticipated progress in the intensive 
programme was predicted. These meetings afforded me the opportunity to 
sample the individual styles of a number of experienced psychotherapists as 
well as to explore, constructively, my own ideas and views.
Clinical Practice Report: “The Patient as Supervisor: A Communicative 
Approach to Dynamic Psychotherapy” (April, 1986)
This report focused on the therapy of a single woman who presented with 
non-specific anxiety. The work of Robert Laings was used as a basis for 
identifying the important contexts during the treatment while Casement’s work 
helped me to ‘supervise’ my interventions based on the patient’s 
communications. Each session, over the course of the year, was taped and the 
subsequent transcripts served as a focus for supervision.
5.2.2 Walsgrave General Hospital
(Supervisor: -  Dr. M. Burton, Senior Clinical Psychologist)
In keeping with my general aims, as outlined above, I selected an attachment at 
Walsgrave General Hospital because of Dr. Burton’s extensive knowledge and 
experience in a range of therapeutic approaches to adult psychological 
problems.
Specialist Assessment Experience: Dr. Burton proved to have a great deal of 
expertise in the application and interpretation of projective assessments. Under 
her supervision, I was able to administer and interpret the Rorschach, 
Thematic Apperception Test as well as make use of Human Figure Drawing
- 2 9 -
Techniques. I have also received some training and experience in the use of 
the WAIS as a projective instrument.
Group Psychotherapy: During my year at the Walsgrave, I was involved in 
the running of a psychotherapy group as co-leader alongside Dr. Burton. The 
group, which was psychodynamic in orientation, provided me with an 
invaluable opportunity to explore and develop my experience of running 
groups, utilising my supervisor as an experienced model.
Clinical Practice Report: “The Psychological Assessment o f  a Patient with a 
Constricted Borderline Personality Disorder” (August, 1986)
This report examined the whole area of classification with regard to borderline 
disorders and, based on the literature, recognised the difficulties inherent in its 
diagnosis. The patient, a 32-year-old man, had been referred owing to 
difficulties in making career decisions. Though he functioned adequately in 
his professional capacity as a computer programmer, it was evident that he was 
socially handicapped. A combination of the Rorschach and WAIS suggested 
that he had a borderline personality disorder that had implications not only in 
terms of the treatment strategy but also in terms of his career development.
5.3 M.Sc. Research Project
Because of my interest in the work of the Kidderminster Parasuicide 
Counselling Service, I chose to learn more about the area of deliberate 
self-harm by selecting the subject for my M.Sc. research project. It seemed to 
me that despite the vast empirical literature on parasuicide, the subject was 
remarkably atheoretical. The study focuses on a psychodynamic explanation 
for parasuicidal phenomena. Using the Foulds and Bedford Personality 
Deviance Questionnaire, a modification of the Beck Depression Inventory 
(which I named the Kidderminster Depression Inventory) and the Beck 
Suicidal Intent Scale, it was shown that there was little difference between the 
people who attempted suicide and the normal population. However, social
-30
submissiveness did seem to be critical in determining parasuicidal behaviour. 
The discussion focussed on the weaknesses of pure empiricism as a research 
method and indicated the problems that might be anticipated in treating this 
group of people. The completed project is presented elsewhere in this 
portfolio.
5.4 Special Option Courses
The Birmingham Clinical Training Course required trainees to select 4 
specialist courses during the second year. I completed the ten session courses 
in the following subjects;
• Dynamic Psychotherapy
• Clinical Neuropsychology
• Behavioural Medicine
• Legal and Sociological Aspects of Delinquency
6. Basic Grade Experience as a Feliow to the Department of 
Psychological Services and Research, Dumfries
Following my clinical training, I sought a first post qualification approach that 
would allow me to continue to develop a personal approach to clinical 
psychology. I feel most fortunate to have had the rare opportunity to spend my 
Basic Grade years in a radical department that promoted personal development 
through a combination of on-going supervision and a regular programme of 
seminars which facilitated intellectual and psychological development in a 
supportive, creative and free-thinking environment. The seminars continued 
throughout the two years that I worked in Dumfries and covered a broad 
spectrum of both practical and theoretical topics ranging from philosophical 
perspectives and the exploration of new methodologies through to the special 
considerations in describing contexts, communities and organisations.
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The programme offered has undoubtedly been a major influence on my 
thinking and entirely informs both my clinical work and the style of clinical 
supervision that I now offer to Doctoral Students who choose to train with me.
6.1 Context and Orientation
Dumfries and Galloway is a large Region situated in the Southwest Comer of 
Scotland. It covers the area from Moffat in the North to the Solway of Firth in 
the South with Stranraer in the extreme West and Langholm and Gretna in the 
East. Despite the considerable size of the area, it is sparsely populated with 
only 130,000 people.
The Department of Psychological Services and Research comprised 12 
Psychologists and a Psychological Technician. Organisationally, this team 
belonged to the Community Mental Health Unit and consequently provided a 
minimal service to the Crichton Royal Hospital, the emphasis being on 
primary care.
During my time in Dumfries, I was responsible for all referrals from the 
eastern quarter of the region, known as Annandale and Eskdale. Owing to the 
large Psychologist: head of population ratio, we were largely successful in 
providing a service to the vast majority of GP surgeries within the region. It 
was most usual for us to carry out our work either in the surgery or by 
domiciliary visits.
During my time as a Basic Grade, I was entirely responsible for my own 
caseload and saw approximately 80 new patients per year.
6.2 Clinical Experience
An important aspect of working as a community psychologist is the ability to 
adapt quickly to whatever the community environment demands. I worked 
generically, seeing patients ranging in age from 2 to 93 years old. The 
psychological problems referred to me included difficulties in adjusting to
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work situations, psychosexual and relationship problems, enuresis, encopresis, 
drug related difficulties, depression, anxiety, psychosomatic disorders, careers 
consultation, problems of adjusting to a variety of life events and cognitive 
impairment.
I established excellent working relationships with General Practitioners, Social 
Workers, Educational Psychologists, Health Visitors, College Counsellors and 
Teaching Staff.
Given the remoteness of the geographical area, we were not fortunate enough 
to have specialist occupational psychologists in the Region. Thus, I became 
quite used to acting as an advocate for employees who were encountering 
difficulties at work for a variety of reasons. It was during this time that I 
became particularly interested in the advocacy role for Psychologists.
As has already been mentioned, the geographical area for service delivery was 
vast and I became quite used to travelling up to 1000 miles per month during 
the course of my duties. Given the small size of the individual towns and 
villages that I visited, I was able to learn a great deal about the importance of 
describing and understanding the macro-environment and its impact of 
individual psychological health and development.
6.3 The Teaching Programme
The Post-Qualification Course in Therapeutic Psychology was not so much 
directed at imparting facts rather than considering new methods of enquiry. As 
such, it seeks to break the limiting boundaries of traditional psychological 
theory and invites comment and stimulation from disciplines whose 
associations with psychology are usually thought to be peripheral. For 
example, new movements in English Literature, such as structuralism and the 
messages of contemporary art and music were considered during the course. 
Since members of the department believed that there are no ‘experts’, we all 
relied on each other to research and present the material that was to be the
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subject of the seminars. Thus, I researched and presented material on several 
occasions during my two years as a member of the department.
6.4 Teaching Experience
In addition to my contributions to the departmental teaching programme, I 
prepared and delivered the majority of lectures required for the Acute 
Psychiatry Block of the Registered Mental Nursing course based at the 
Crichton Royal Hospital. Because of the move away from the traditional 
medical model towards a more psychological approach, I was involved with a 
small group who restructured the psychology course to make it more 
immediately applicable for nurses.
6.5 Supervision
For the duration of time in Dumfries and Galloway, I received weekly 
supervision from Dr. Miller Mair. In addition to the discussion of clinical case 
material, the supervision focussed on personal development and issues. 
Supervision culminated in my production of a written account of my personal 
approach to psychology. Professor David Smail, who acted as the external 
course commentator, appraised this.
Given the generic nature of my work, I also received specialist supervision in a 
number of other areas including the elderly, child work and clinical neuro­
psychological assessment.
6.6 Research
During my time in Dumfries and Galloway, I participated in a variety of 
research projects with varying degrees of involvement and in a number of 
different ways.
The Evaluation of Service Provision: As part of our efforts to establish a 
comprehensive evaluation of the effectiveness and efficiency of the service, 
the department set up a service evaluation sub-group of which I was a
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member. My particular area of concern was patient satisfaction and I designed 
a questionnaire survey that could be given to all of our patients upon discharge 
and at follow-up. The questionnaire elicited information about a wide range of 
patient perceptions of the service including the physical environment for 
therapy, professionalism of the psychologist, perceived usefulness of the 
sessions, etc.
Alcohol Use in Dumfries and Galloway: One of the Top Grade 
Psychologists had been researching patterns of alcohol use in the region by 
means of a comprehensive survey of 1000 people. This survey produced a 
mass of data pertaining to drinking behaviour. My involvement was in the 
production of a computerised database system for the data. My interest in 
statistics was also utilised in the analysis.
A Record of Needs for the Elderly in Dumfries and Galloway: The head of 
our elderly specialty had been developing a system for evaluating needs in our 
local elderly population. Again, I was involved in computerised database 
production and analysis as part of this project.
7. Experience as a Senior Clinical Psychologist with North 
Birmingham Health Authority
Given my experience in Dumfries and Galloway, I sought a senior position 
that would allow me to continue with my commitment towards a holistic 
community approach to psychology. Thus, I was immediately attracted to the 
idea of working in a Community Mental Health Resource Centre. Such 
Centres represented a radical shift in mental health philosophy.
7A The Underwood Mental Health Resource Centre; Context and 
Orientation
The Underwood Centre was the first of its kind in the West Midlands. This 
was a community-based centre comprising a multidisciplinary staff of social
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workers, psychologists, psychiatrists, occupational therapists, physiotherapists, 
art therapists and community psychiatric nurses.
The catchment area included three electoral wards of North Birmingham and 
referrals were received from a variety of sources including health, social 
services and community personnel. A walk-in service was operated 5-days per 
week. Here members of the local community could seek help without formal 
referral. All of the clinical staff acted as duty officer, on a rotational basis, for 
this service.
The commitment was towards providing a comprehensive service across the 
whole spectrum of the community, ranging from the chronically mentally ill 
through to prevention of psychological disorder.
7.2 Clinical Commitments
As well as continuing to see individual clients referred via the more traditional 
pathways, I was also actively involved in promoting continuing care in the 
community for people with a mental illness.
We were involved in attempting to restructure the mental health service such 
that the Underwood Centre would become the centre of service provision 
through which all mental health issues were co-ordinated. The implication was 
that the local mental hospital would become another satellite of the 
Underwood Centre rather than the other way around.
7.3 Citizen Advocacy
Following on from my initial experiences of advocacy in Dumfries, I 
endeavoured to maintain my commitment to this area of work. I have helped a 
large number of ‘normal’ individuals who have been experiencing difficulties 
at work. For example, by acting as a point of liaison between an employee and 
British Telecom, we were able to establish why the employee’s performance 
had declined over time. A re-negotiation of his working conditions resulted in
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an increase in his motivation and job-satisfaction with a concomitant 
improvement in his job performance. In a similar fashion, I have been 
successful in helping members of the teaching profession, health services, 
local small industries and the local art gallery and museum.
7.4 The Health Consumer Survey
As a member of a subgroup attempting to evaluate the needs of the 
community, I designed, administered and analysed a health consumer survey 
aimed at assessing how we can reach the greatest numbers of people who may 
be experiencing difficulties in the community.
7.5 The Prevention Project
Clinical experience suggests that many of our clients could have prevented 
their problems and distress if they had had the opportunity to develop their 
awareness of mental health issues and problem-solving skills. With these 
observations in mind, a nurse behaviour therapist and I prepared a ten-hour 
course for sixth formers at a local college. We designed the course based on 
commonly presented, preventable problems. Our approach was to hand out 
questionnaires about various aspects of mental health, which served as the 
basis for discussion groups.
Because of the success of the course, I delivered a paper to the Association of 
Child Psychologists and Psychotherapists in December 1989.
Our original objective had been to train college counsellors to conduct the 
course themselves, after which we were to be involved in a purely consultative 
capacity. Unfortunately, the Unit General Management was not committed to 
prevention projects and the work had to end prematurely, despite widespread 
interest from other quarters.
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7.6 Rehabilitation
I feel that it is essential that Community Mental Health Resource Centres 
provide a comprehensive service right across the mental health spectrum. Thus 
I endeavoured to ensure that my work addressed all people requiring 
psychological help regardless of the degree of disability.
I was responsible for providing a service to a hospital hostel in North 
Birmingham. The residents were of mixed ability, ranging from those with 
pronounced psychotic disorders through to others whose illness is well 
controlled and who were readjusting to life in the community. I advised staff 
on the implementation of single case research design programmes to facilitate 
behavioural change and supervised the keyworker system that was being 
utilised. Additionally, I ran a rehabilitation group at the Underwood Centre in 
conjunction with an Occupational Therapist.
As a way of trying to help people with a mental illness in the community to 
become more aware of the course of their illness and to facilitate 
independence, I worked with my colleague to produce ‘Homepacks’. These 
were information packs, specifically designed for each individual (and their 
carers). They provided a range of information from important telephone 
numbers through to convenient bus routes and details of medication (i.e. their 
fimction and possible side effects).
I feel, strongly, that an important aspect of community clinical psychology is 
to recognise the effects of stress on carers. In this regard, I have addressed 
relative support groups and conducted staff support groups to examine issues 
such as organisational constraints on caring, role ambiguity etc.
7.7 Contributions to Organisational Philosophy
When I was first interviewed for the post in North Birmingham, they had 
wanted me to commence employment with them immediately. Despite the fact 
that there was no contractual obligation to stay in Dumfries and Galloway, I
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felt a sense of loyalty. This dictated that I could not leave for another six 
months.
Both Health Authorities recognised this and came up with the unusual 
arrangement that I should spend one week with one Authority alternating with 
a week with the other! Thus, for six months I spent one day of every weekend 
travelling between the areas of the country. Obviously, from a clinical point of 
view, this was not ideal. Therefore, my manager in North Birmingham set me 
the task of devoting my time to writing a document proposing a model for 
Mental Health Resource Centres.
I first presented this document at an Underwood Centre study day. However, 
later, the document served as the focus for a Unit Management sub-group 
examining the future role of Resource Centres with the result that many of the 
ideas forwarded in the paper were to become district policy.
7.8 Junior Doctor Performance Research
A number of junior medical staff were attempting to research the 
psychological performance implications of their excessively long working 
hours. They approached me to advise them on how to go about this task. Based 
on our discussions they modified their research design to include a number of 
performance and cognitive measures.
8. Experience as a Principal Clinical Psychologist with 
Priority Health NHS Trust
In June 1990, I was successful in attaining the post of Principal Clinical 
Psychologist in Adult Mental Health with Dudley Psychology Services. I was 
appointed primarily to develop and deliver adult psychological services as a 
member of the recently formed Sedgley-Coseley Local Mental Health Unit 
(LMHU).
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8.1 Sedgley - Coseley LMHU: Context and Orientation
In keeping with the spirit of the transfer of care to the community, the Priority 
Health Unit of Dudley Health Authority and Dudley Metropolitan Borough 
Council Social Services Department jointly produced plans for 5 LMHU’s to 
cover the 5 geographical localities of the borough.
The aim of the LMHU’s has been to deliver comprehensive adult mental 
health services in people’s own communities. The core teams comprised 
Clinical Psychologists, Approved Social Workers, Community Psychiatric 
Nurses and Team Assistants.
In the original plans, two psychologists were identified for each locality. 
However, to date, only one locality was staffed at this level, the remainder 
only having access to 1.0 or 0.5 w.t.e. (‘Whole Time Equivalent’) psych­
ologists.
8.2 Clinical Work
Direct clinical work with individuals, couples and groups was the core activity 
of my role as Locality Lead Psychologist. I operated a large caseload (over 50 
patients). The majority of these clients were referred by their GP’s, although I 
accepted referrals from a wide range of agencies including Psychiatry, Relate, 
Social Work, Physicians, Surgeons etc. I also accepted self-referrals.
Referred problems represented the full range of psychological difficulty 
including anxiety, depression, obsessive-compulsive disorder, relationship 
difficulties, post-traumatic stress syndrome, phobias, addictions etc.
I have always felt that psychologists working in the community must 
demonstrate competence with a range of psychological orientations and 
approaches. In this regard, my practice was informed across the full spectrum 
of psychological theory ranging from methodological behavioural perspectives
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through humanistic approaches to psychodynamic perspectives. If I had to be 
pinned down to declaring a favoured approach, it would lie in the area of 
cognitive and humanistic theory. I feel strongly influenced by the work of 
George Kelly’s Personal Construct Theory.
8.3 Relationship and Psychosexual Therapy: Special Interest
Since my final year of clinical training when I was fortunate enough to receive 
specialist training in this field firom Dr. Mary Burton, I have maintained a 
strong and committed interest. I experience this area of my work as very 
productive and extremely rewarding. This interest was recognised within the 
department and it was usual practice for my colleagues to pass these referrals 
to me.
8.4 Domestic Violence
An increasing number of victims of domestic violence were being referred to 
me. My experience repeatedly indicated that victims of domestic violence 
were often trapped in the situation by low self-esteem, negative self-image and 
an overwhelming sense of inferiority and inadequacy. The continuing abuse 
exacerbated those psychological effects, further entrenching the victim in the 
situation.
Thus, my initial approach with the victim (who was generally female, although 
I did see male victims occasionally) was to help the person to develop 
self-esteem through the principles of assertion (see later). This has the effect of 
either facilitating a new awareness for both victim and abuser that the 
relationship required serious examination and modification, or it empowered 
the victim to leave.
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8.5 Police Domestic Violence Unit
The local Police contacted all agencies involved with cases of domestic 
violence because they were concerned that their response to call-outs to these 
situations was inadequate.
I was selected to represent the Health Authority at the conference that 
followed. Since that time, I have maintained a good relationship with the local 
police to whom I have offered consultancy.
8.6 The Women’s Refuge
During my time in Dudley, I successfully helped a number of women who 
sought asylum at the Women’s Refuge in Halesowen. Despite the fact that I 
did not strictly cover the Halesowen area, my interest in the problems 
experienced by the women and my approach to helping them meant that the 
Refuge has often requested that I see these cases.
8.7 Assertion Training: Special Interest
A further special area of interest of mine is the concept of mental health and 
the identification of central invariance in its definition. The collective skills 
that comprise assertive behaviour form an important element of mental health 
and are fundamental to a person’s ability to form relationships founded upon 
the principle of unconditional positive regard.
I therefore, regularly organised and ran assertion-training workshops that 
either were held of a ten-week period or were condensed into two-day 
intensive courses.
8.8 Anxiety Management Courses
The high rate of referral of cases comprising an anxiety disorder resulted in me 
developing high quality anxiety management training courses for clients. 
These usually ran over a period of 8 to 10 weeks.
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Course content was continually updated in line with the latest views and ideas 
forwarded in the literature.
An essential element in this work, as is the case with all other written material, 
was the high quality of presentation.
8.9 Clinical Psychology Service Review
The service in Dudley was the subject of an in-depth review in 1993/94.1 was 
extensively involved in the preparation of the Adult Mental Health case; both 
in terms of writing it and preparing data tables and graphics. Following the 
recent publication of the interim review report, we felt that an extensive 
response was required. Again, I was involved in writing the Adult Mental 
Health response as well as editing and desktop publishing the final 
departmental effort.
8.10 Health of the Nation Reduction in Suicide Target
The Secretary of State for Health has identified the reduction in the suicide 
rate as a key target for mental health services. I represented the department on 
a working group that sought to identify how this could be achieved.
In relation to my role, I submitted a detailed paper outlining the development 
of a comprehensive service to achieve the objectives of the Health of the 
Nation document. This paper, based on my research and earlier experience in 
the field of parasuicide, was identified as the basis for future strategy.
8.11 Role of Co-ordinator of the LMHU
At its inception, the Sedgley - Coseley LMHU was planned as an interim unit 
until further funding became available to establish a full service for the 
locality. Although the LMHU has senior management representatives from 
both Health and Social Services, its interim nature means that it was not
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directly managed. Thus, the day to day co-ordination of the LMHU, both 
clinically and administratively is the responsibility of the Co-ordinator.
Early in the development of the LMHU, I suggested that the role of co­
ordinator should rotate, at six-monthly intervals, between senior clinical 
members of the team. In part, the idea was to ensure that the co-ordinator was 
not over-loaded for unreasonable periods. However, more importantly, I was 
keen to facilitate a spirit of co-operation between team members who, in turn, 
have all come to appreciate the demands and difficulties experienced by the 
Co-ordinator.
When I was first elected to the role in 1991, we had only recently become 
operational. My first task was to head a review of the operational policy with 
the team.
I also co-ordinated the development of the clinical programme and initiated 
administrative procedures to ensure the accurate registration of patients and 
clients. This provided the basis for our plan to provide annual reports of our 
progress. Until very recently, we did not have our own computer, so I carried 
out much of this work on my personal computer. The result is that we are the 
only LMHU who have successfully published our activity in annual reports.
I also represented the interests of the LMHU at regular LMHU Sub-Group 
meetings. At these we were initially perceived as a minor interim service when 
compared with the large purpose-built and directly managed centres in other 
localities. However, as co-ordinator I fought to raise the profile of the service. 
I make no apologies for never retreating from debate regarding standards of 
mental health care. Consequently, we earned the respect of our colleagues in 
other localities for providing a comparable service with far less resources.
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8.12 The SCL-90-R Screening and Evaluation Project
It is the responsibility of all services to constantly demonstrate their efficiency 
and effectiveness. To this end, I directed a longitudinal research project using 
Derogatis’ (1975) SCL-90-R^ This is a 90 item symptom check-list with 
demonstrated reliability and validity that allows clinical screening for both the 
depth and breadth of psychological difficulties across 9 symptom dimensions. 
We adopted a research definition for ‘caseness’ to allow us to target our 
resources more accurately and appropriately.
Psychology services in the NHS are often accused of only treating ‘the worried 
welT. In an early pilot study using the SCL-90-R with 100 pre-treatment cases, 
we were able to demonstrate that 96% of our clients present with difficulties 
that demand professional psychiatric and psychological intervention.
In the second stage of the project, we were evaluating the effectiveness of the 
SCL-90-R as a measure of change. Early results suggested that it could be used 
in this way.
8.13 Quality of Care Initiatives
An important aspect of my work was to ensure the quality of the service that I 
delivered and contribute to wider quality initiatives for the Department, Unit 
and Health Authority. To this end, I developed quality assessment 
questionnaires that examine the whole spectrum of quality from perceived 
effectiveness of treatment through to the quality of the environment for 
treatment.
I was also a participant and contributor within the departmental quality circle.
 ^ This project is still ongoing in Dudley
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8.14 Clinical Peer Supervision
In order to ensure the maintenance of high standards of clinical practice, the 
Adult Mental Health Division of the District Department operated weekly, 
peer group supervision. This was chaired by a Tavistock Clinic trained 
Psychodynamic Therapist.
The five of us took turns to present clinical cases. This forum ensured the 
cross-fertilisation of ideas as well as providing mutual support in work with 
difficult and emotionally demanding cases.
I feel that on-going supervision is an essential aspect of good practice. Sadly, 
its importance is often not recognised as a valid activity in today’s NHS.
8.15 Marketing Initiatives
The advent of the internal market in the NHS has highlighted the need for 
services to market themselves. I view marketing as a wholly psychological 
endeavour and feel that as psychologists, we have important skills in this area.
8.15.1 The Personal Audit Project
The first step in any marketing project is to identify the product. Whilst this is
quite straightforward for many businesses, it is far more difficult to sharply 
define the unique selling points of psychological services. This is in part 
because as a profession, we have spent many years sharing our skills with 
others to the point where many agencies now practice psychological 
procedures.
I felt that the way forward was to begin by defining the service in terms of the 
unique contributions made by its staff. I therefore developed a detailed 
questionnaire to access and make ‘public’ the wealth of talent and experience 
that exists within our department. The result was a 20-page feedback report 
that formed the foundations upon which to market the service.
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8.15.2 Marketing study Day
As a conclusion to the Personal Audit Project I organised, chaired and 
presented to a study day to begin to develop a marketing strategy and policy. 
The day generated an array of ideas and initiatives that were taken up by senior 
management within the service.
8.15.3 information Leaflets and Self-Help Materials
I have written, edited and desktop published a large number of information and 
self-help leaflets and literature for distribution amongst the general public and 
health professionals. Such information forms an important aspect of our 
marketing strategy.
9. Experience as the Head of the Adult Mental Health 
Specialty with Walsall Community Health Trust
My experience in the NHS over 12 years culminated in my appointment as the 
Head of the Adult Mental Health Specialty with Walsall Community Health 
Trust. The post was originally advertised as a Grade A/B position depending 
upon experience. At the time I applied for the post, I lacked formal 
management training. Thus, it was decided that I should be employed on the 
top point of the Grade ‘A’ scale for 12 months. During that year I was required 
to undertake a management-training course. I was reassured that following the 
successful completion of that course I would be promoted to Grade ‘B’ 
(Consultant Clinical Psychologist).
Over the last 3 &  years, I feel that I have been able to transform the specialty 
from the ‘poor relation’ to its present position where we are able to offer high 
quality services to people with enduring mental health problems right across 
the Walsall District.
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9.1 The Adult Mental Health Specialty: Context and Orientation
In Walsall, we have taken the decision to split mental health services for adults 
into two separate specialities. These are Adult Primary Care (APC) and Adult 
Mental Health (AMH). The APC service receives referrals from primary care 
sources, mainly General Practitioners. AMH, by contrast, aims to provide 
comprehensive services to patients who have a formal psychiatric history (i.e. 
previous hospital admissions or involvement with psychiatry) or who have 
long term mental health needs.
In the past, Walsall used the in-patient facility at St. Matthew’s Hospital, 
Bumtwood, Staffordshire as it had no hospital resource of its own. However, 
when St. Matthews was scheduled for closure, Walsall Community Health 
Trust built the Dorothy Pattison Hospital, which serves as an acute psychiatric 
facility for the Walsall area. The closure of St. Matthew’s released significant 
money for the development of community services. Clinical Psychology has 
benefited from this. Thus, in Adult Mental Health, we have a nominal 
establishment of 4.0 w.t.e. qualified psychologists and an Assistant 
Psychologist.
When I joined the service in January, 1995 the specialty had remained 
unserviced for a considerable period of time owing to the previous post­
holder’s personal circumstances and then later her decision to move out of the 
National Health Service. In effect, a single Assistant Psychologist provided a 
skeleton service. This comprised a couple of groups being offered at one of the 
day hospitals and a small number of outpatients being seen. An Agency 
Psychologist also provided the occasional Cognitive Group at the other Day 
Hospital. Although services had been provided to other units in the past, there 
was no other activity when I began.
For the first six months, my priority was to plan the development of the service 
whilst simultaneously attending to the backlog of clinical cases that had 
accumulated for several months.
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Despite the previous nominal existence of the specialty, in many ways the task 
I confronted was one of almost starting from scratch. At the outset, we lacked 
equipment, staff and only possessed a single small room in a day hospital as a 
base.
9.2 The Current Situation
In the last 3 &  years, with the invaluable support of the District Psychologist 
and the Trust, I have been able to transform the service. There are now 6 
clinical staff (including three agency psychologists and myself) and a 
secretary based in offices at the new Dorothy Pattison facility in Walsall. The 
administration of the specialty is now computerised.
We are able to offer comprehensive services to the 3 hospital wards (including 
a locked secure unit), 2 Day Hospitals and a psychiatric rehabilitation facility 
in addition to providing a comprehensive outpatients service for our client 
group right across Walsall. Currently we are operating within Patient’s Charter 
standards and have no waiting list.
In addition to treating individual patients, we offer a number of groups 
(including Assertion Training, Anger Management and Cognitive Groups for 
the management of Depression). We also provide staff support, consultancy 
and supervision as well as offering training in cognitive techniques, the 
psychological management of psychosis, the treatment and management of 
post-traumatic stress disorder and the psychological consequences of major 
disaster.
9.Z Personal Clinical Responsibilities
The lack of staff during the earlier part of 1995 meant that my first priority 
was to deliver a clinical service to patients referred from around the Walsall 
District. As staff have been employed I have sought to reduce this load to 
around 50% of my time.
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My direct clinical work involves psychological treatment to individual patients 
and the running a number of groups. Referrals comprise the whole range of 
adult mental health problems including psychosis. Criteria for referral to the 
speciality include previous involvement with secondary care mental health 
services and long-term mental health needs.
9.4 Day Hospital Review
The manager of one of the day hospitals was particularly impressed with the 
organisation, structure and evaluation of a Cognitive Group for Depression 
that I run there. In view of the demand for ‘evidence-based medicine’ by our 
purchasers, she has asked me to conduct a review of the whole Day Hospital 
Treatment programme. This is currently being conducted. The aim is to 
develop a service that is sensitive to the needs of the individual. Further, the 
development of a new programme is based upon treatment methods that have 
been shown to be efficacious in the literature. Clearly, this approach to the 
development and monitoring of day hospital services is in line with the new 
government’s concept of ‘Clinical Governance’.
9.5 The Development of Community Mental Health Teams (CMHTs)
Walsall has been relatively slow in moving towards the development of 
locality-based CMHTs. However, far from this being a disadvantage, we have 
been able to ensure that we have not repeated the mistakes made by Trusts 
who developed these services earlier. For example, many CMHTs around the 
country have found they quickly became inundated with referrals when they 
attempted to channel all referrals through the CMHT. The consequence was 
that referrals tended to be seen by the member of the multi-disciplinary team 
who could offer the quickest appointment rather than by the member of staff 
most suitably qualified to deal with the case. In Walsall, we have sought to 
avoid some of these problems by carefully defining the work that is suitable 
for CMHTs and by integrating their operation into our already well-established 
network of secondary care services.
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I have been involved in the development of CMHTs since the earliest 
discussions. I have played an active role in negotiations at all levels and wrote 
substantial sections of the operational policy document that governs the 
running of these units. I remain a key member of the management team 
responsible for the smooth daily running of the CMHTs. Myself and other 
members of my team also contribute to the multidisciplinary working of the 
CMHT teams.
9.S Risk Management Strategy Group
Following a request from the manager of the locked ward at Dorothy Pattison 
Hospital, I became involved in assisting the staff to improve their procedures 
for assessing the risk of suicide and aggression in patients being admitted to 
that unit. This request combined with a Continuing Professional Development 
workshop concerning issues in risk assessment that I had recently attended 
sparked my interest in the subject. I saw an excellent opportunity to combine 
practical clinical work with the requirements for the Doctor of Psychology 
conversion programme at Surrey University, Thus, I made the decision to 
research the prediction of violence on the locked unit (see the research section 
included in this dossier).
Following the considerable enhancement of my knowledge in this area, I was 
invited to advise a group set up to develop Trust policies and procedures in 
risk management. I am currently involved in developing guidelines for good 
practice in the assessment of risk of aggression. I am also making changes to 
formerly established screening procedures following what I have learned from 
my own research and that reported in the literature. Our intention is to 
dynamically improve the accuracy of the resulting instrument through the 
systematic collection of actuarial data analysed using procedures such as 
Receiver Operating Characteristics analysis (ROCA).
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9.7Management Training
When I originally took up my post in January, 1995 despite bringing 
considerable clinical experience to the job, I had not previously had the 
opportunity to develop and practice formal management skills. The District 
Psychologist immediately made arrangements for this skill deficit to be 
rectified and I enrolled on a course to obtain the Institute of Supervisory 
Managers Diploma in Management.
This course involved lectures on a wide range of management topics 
including: Personnel Management, Budgeting and Financial Planning/Control, 
Quality Management, Management of Information, Management and 
Development of Policies and Procedures, Planning and Decision Making, 
Action Centred Leadership, Theory of Management, Health and Safety at 
Work, Financial Management and Control, Recruitment and Selection, 
Managing Organisational Change and Issues arising from Local, National and 
European Legislation. In order to obtain the diploma, I completed a number of 
essays as well as a project detailing the development of my clinical specialty.
9.8 Managerial and Supervisory Responsibilities
An important aspect of my current post is the management and supervision of 
staff. As a line manager, I am responsible for organising their duties within the 
context of the specialty, the department and the wider aims and objectives of 
the organisation. I am also responsible for the implementation of Trust policies 
and procedures within my specialty as well as devising specialty procedures. 
My work as a manager is in accordance with objectives agreed with the 
District Psychologist during regular ‘Individual Performance Reviews’ (IPRs).
Each of my clinical staff receives a minimum of 2 hours of formal supervision 
each week from me. Additionally, I conduct annual IPRs and quarterly IPR 
reviews with each member of staff. In addition to discussing and negotiating 
objectives and targets with each member of staff, I take responsibility for 
facilitating their personal development through courses, private study, personal
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interest projects and other training and development opportunities. I consider 
that it is my responsibility as a manager to ensure that staff remain dedicated 
and motivated through careful balancing of the needs of the service with their 
own personal development needs.
9.9 Recruitment and Selection
Since joining the department, I have been responsible for writing job 
specifications, personality specifications and job descriptions for staff in my 
specialty. I have written job advertisements and have conducted interviews and 
appointment procedures in accordance with legislation and protocols for equal 
opportunities. I have also had experience of preparing successful bids for new 
staff developments.
Last year, the Chairman of Walsall Community Health Trust requested that I 
be involved in the selection process for a new Chief Executive of the Trust. 
Accordingly, I conducted psychometric personality assessments and tests of 
verbal and numerical aptitude on all candidates shortlisted for the post. 
Following the production of detailed reports of the results and their 
interpretation for the consideration of the interview panel, I conducted 
individual feedback sessions for each of the candidates.
9.10 Standards in Psychometrics - Special interest
I have generally been appalled at the very low standard of knowledge of 
psychometric testing amongst many Clinical Psychologists. In small study, I 
was able to show that the majority failed to reach the ‘A’ Certificate standard 
set by the British Psychological Society. I believe that this is the result of 
serious inattention to the issue by some training courses.
I perceive the realm of psychometric testing to be for psychologists and feel 
that we have lost our talent in this area. I am particularly concerned that
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psychologists often use tests to substantiate their work when giving evidence 
in court without being fully aware of many of the issues.
At the request of the District Psychologist, I am in the process of rectifying 
this in our District by specifying the required standard and by organising 
training in elementary psychometrics, test evaluation and interpretation of 
results. This work will be extended to cover non-psychologist staff who use 
tests.
Following feedback to the Birmingham Clinical Psychology Course regarding 
my concerns about standards in psychometric testing, in 1997 I began to teach 
an introductory workshop in essential psychometrics at Birmingham 
University. I have been invited to conduct this workshop again in October 
1998.
9.11 Contribution to the Management of the Wider Department
The District Psychologist in Walsall is also the Director of Clinical Services 
for the Trust. As such, she is responsible for the management of all clinical 
services with the exception of medicine and nursing. Given that she recognises 
the importance of sustaining her own clinical skills through the maintenance of 
a small patient caseload, she delegates a number of departmental management 
tasks to the Principal Psychologists.
In addition to the management of my district-wide speciality, I was also 
responsible for the review and maintenance of quality standards for the service 
for 12 months. Over the last couple of years I have assumed the role of 
departmental representative for Information Management and Technology 
given my extensive interest and experience in this field.
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9.12 Quarterly Meeting with the Purchasers
Each quarter, the primary purchasers of our services (Walsall Health Authority 
and Representatives of the GP Fundholders) meet with representatives of the 
Trust to discuss the development of mental health primary and secondary 
services. Such meetings have proved invaluable in maintaining good 
communication across the purchaser-provider divide.
I am one such representative of the Trust. As such I have been able to 
contribute to shaping future services, particularly with regard to day services. 
My view, that the effectiveness of such services is contingent upon careful 
targeting of client-groups, has been adopted as a central and essential 
consideration in future planning.
9.13 Hospital Commissioning Group
Until two years ago, Walsall had no experience of operating a dedicated 
psychiatric hospital. In fact, psychiatric in-patient care was a relatively new 
experience for us. Thus, we regarded the prospect of a new psychiatric hospital 
as offering us a unique opportunity to ensure that we do not simply continue 
less favourable aspects of in-patient care that are associated with old 
psychiatric institutions.
Our vision is an essentially community-based service with the hospital being 
seen as a satellite of such a service. As the Clinical Directorate’s representative 
on the hospital commissioning group, I was in a key position to influence the 
development of policies and procedures in-line with such a philosophy. An 
important aspect of this philosophy was the development of psychological 
services within the hospital that are perceived as an integral aspect of patient 
care rather than simply an ad hoc add-on.
-55
9.14 Black Country Heads of Mental Health Services Group
The Psychology Department at Walsall has close links with those in Sandwell, 
Dudley and Wolverhampton in the form of the Black Country Consortium. I 
meet regularly with Head of Adult Mental Services from those Trusts to 
discuss service development and policy. More recently, we have been 
concerned with the new government’s concept of ‘Clinical Governance’ and 
how this can be implemented within the Black Countiy.
9.15 Biack Country Training Initiatives
In conjunction with senior colleagues from Dudley, Wolverhampton and 
Sandwell, I have been involved in the organisation and running of regular CPD 
workshops. These events are held at least quarterly at the South Staffordshire 
Medical Centre in Wolverhampton. We try to reflect the interests of clinical 
psychologists and counsellors from all disciplines in the development of our 
programmes. To date topics included; court skills for clinical psychologists, 
social role valorisation, family therapy, essential neuropsychological 
screening, risk assessment, developments in the treatment of borderline 
personality disorders and caring for the terminally ill to name just a few.
In addition to working with my colleagues to organise stimulating study 
programmes, I have conducted a workshop in Eye Movement Desensitisation 
(EMD). In November, I will be conducting a workshop in clinical personality 
assessment that will include the administration and interpretation of the 
Minnesota Multiphasic Personality Inventory (MMPI) and the Millon Clinical 
Multiaxial Inventory (MCMI).
10. Experience as a Clinical Supervisor
I am an approved and veiy experienced Clinical Supervisor for the 3-year 
doctoral programme in Clinical Psychology at the University of Birmingham. 
As such I offer core clinical attachments in the field of Adult Mental Health 
and also offer specialist placements for final year trainees in Community Adult
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Mental Health Practice. Thus I offer six-month and one year placements. I 
believe that in assuming the role of clinical supervisor I share in a 
responsibility to ensure that trainees receive a sound basis for their careers as 
professional psychologists. There is an onus on every supervisor to ensure that 
they constantly strive to improve their own knowledge base and experience. 
This is probably one of the most important reasons why I decided to undertake 
the programme of study required to convert my original clinical qualification 
to a doctorate.
My supervisory practice has been heavily influenced by my experience of 
supervision when I was a Basic Grade Psychologist in Dumfries. It was in that 
setting that I learned to develop a personal therapeutic style that integrated my 
training and personality. Thus, my style in supervision has been to encourage 
trainee therapists to explore the interface between professional training and 
personal experience. In this regard, supervision becomes a matter of both 
personal growth and professional training.
In addition to supervising clinical practice, I have supervised and marked 
trainee Clinical Practice Reports and ‘alternative psychological models’ 
essays.
10.1 Regional Clinical Supervisors’ Group
I maintain close working links with the Clinical Psychology Doctoral 
programme at Birmingham University through my active involvement with the 
Regional Clinical Supervisors’ Group. I have served as both secretary and 
chairman to this group. Our primary role was to advise the Regional Training 
Course on professional and practical training matters. We also offered training 
to new supervisors as well as courses in research methodology, supervisory 
process and single-case design.
-57
10.2 University Selection Committee
As Chairman of the Supervisors’ Group, I was also an automatic member of 
the University Clinical Psychology Course selection committee. Over the past 
five years I have been involved with most aspects of the selection process 
including short-listing, conducting the clinical interview and assessing 
candidates performance in group discussion exercises.
10.3 Training New Supervisors
Naturally, I am extremely interested in the future of the Clinical Psychology 
both as an applied science and as a discipline and body of knowledge. For this 
reason, I regard high standards in supervision as being one of the most 
important aspirations for the profession.
For three years I was one of three organisers, planning and staging workshops 
for new supervisors. Four years ago I produced a paper to accompany a 
presentation on important aspects of supervision. This paper is now distributed 
to all new supervisors in the Region.
11. Computing and Information Technology Skills and 
Experience
Since I was an undergraduate, I have had a keen and active interest in 
computers and information technology.
I personally own a Vale Pentium-II 300 SE computer system, with Optical 
Scanning and Video Digitising Equipment and laser and colour printers.
I am fully conversant with Windows Technology (including Windows 98), 
Desktop Publishing techniques, most popular word processors, databases, 
spreadsheets and graphics packages. I am competent in the use of ‘Statistica’ 
for data analysis and own my own copy of the professional version.
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I am a regular user of the Internet and regularly browse web sites appropriate 
to the profession (e.g. Psychiatry on line, the BPS web page etc.).
In the past, I have run many computer workshops teaching people everything 
from basic programming through to database operation and word processing.
11.1 Computer Programming Skiiis
I am an experienced programmer in GW-BASIC, Microsoft QuickBasic, 
Archive Database Language, Paradox Application Language (PAL), Access 
Visual Basic, ObjectPal and Microsoft Visual Basic 3 Professional (for 
database and application programming in the Windows environment). I also 
have a less developed but useful knowledge of ‘C’ low level programming 
language.
Over the years I have written scores of programmes to carry out all sorts of 
tasks ranging from writing software carry out univariate and multivariate 
statistics through to programmed learning systems and research software 
written especially for particular projects.
I have successfully written a package to score, analyse and interpret the 16PF 
(Version 5) personality assessment. In addition to producing personality 
profiles, this programme will also generate an interpretative report. I have also 
written a scoring programme for the SCL-90-R and the Trauma Symptom 
Inventory (TSI) for personal use and interest.
On occasions I have sold my software. For example, I was commissioned to 
develop a customer database for a local engineering firm. On another occasion, 
I wrote some multivariate statistical analysis programmes for Birmingham 
University.
- 5 9 -
11.2 PRS - A Computerised Patient Record System
Over the past tweleve years I have developed a patient record system for use 
by psychology departments within the NHS. I have supplied this system to 
Dumfries and Galloway Health Board, West Cumbria Health Authority, North 
Birmingham Health Authority and Lanarkshire Health Board.
As computer technology has become more sophisticated, the system has 
further evolved to take on a myriad of tasks. Thus the system can be employed 
as a fully electronic filing system for patient notes and assessments with a 
powerful capability to produce outstanding quality reports, graphs, charts and 
cross-tabulations of data to meet both clinical and management needs.
The system frees administrative staff of many dull but important functions 
through office automation (e.g. appointment letters, cancellation response 
letters etc. are all carried out automatically at the touch of a button).
11.3 Information Group
The advent of the internal market in the NHS means that there is a greater need 
than ever before to provide high quality and accurate information to 
purchasers. The challenge is to develop information systems that are 
‘user-friendly’ and provide both clinical and management information.
Generally, the NHS has a poor record in Information Technology (IT). This is 
because of extremely low investment in IT (compared to the commercial 
sector) and because of a general lack of understanding of what is involved and 
required. The result has been the purchase of low quality, expensive systems 
that fail to meet the need.
In order to ensure that our purchasers are receiving the right information, we 
have set up an information group that meets regularly to ensure that the 
departmental information strategy fits in with local Trust and National IM & T 
strategies.
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Because of my knowledge and experience in developing such systems, I have 
taken a leading role in developing our system. This has involved work at all 
stages, from conceptualisation through to computer programming, 
implementation and training.
11.4 Procurement of a New District information System
I was a major opponent of the former District Information System when I 
worked in Dudley. Besides the system being unreliable (to the point where 
output from the system had been the butt of our jokes for years), it never 
earned the commitment and trust of clinical staff. I was therefore excited and 
enthusiastic at the prospect of a new system being procured that would provide 
the information required by managers, purchasers and planners but would, for 
the first time, also be a clinically useful system. I therefore became very 
involved as an active member of the project team (and, for a while, the project 
board). As such, I feel that it is fair to say that I was the only clinician who had 
both the clinical and information technology expertise to contribute to the 
development of the Operational Requirements (OR) for the new system. This 
work earned me a degree of respect among my colleagues in the Information 
Technology Department. I was pleased to be able to offer my experience in the 
development of my own computerised patient record system to the project to 
the point that many of my suggestions were accepted and included in the final 
OR.
I was the only clinician to be involved in the shortlisting of companies who 
applied to supply the new system. I was invited to participate in this process 
because of my expertise in both the clinical and IT fields.
The Director of Information Technology, the Project Manager and the Trust 
Director of Finance requested that I be seconded to the project full-time for up 
to 3 years to oversee the installation of the system and the training of staff. 
They fully recognised the importance of my contention that staff would need
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to be ‘won over’ and feel that they had ownership of the system if we were to 
see its potential maximised.
In the event, it was decided that a compromise would have to be reached such 
that my clinical contact obligations could continue to be met. Thus, I was 
asked to supervise new clinical staff in my area of the service whilst I devoted 
half of my time to the IT project.
Regrettably the Chief Executive was unable to accept the case for my 
temporary regrading (for the duration of the IT project) to take account of the 
considerable extra demands and responsibilities that were being asked of me. 
It is principally this decision that prompted me to leave Priority Health NHS 
Trust.
11.5 Departmental Computer Systems Manager
In accordance with legal requirements under the Data Protection Act, every 
department is required to nominate an individual to take responsibility for the 
maintenance and protection of data. I carried out this function for my 
department when I worked in Dudley. I also advised on the purchase of 
computer equipment and software.
12. Additional Psychological Activity
12.1 Prison Teaching
For four years I contributed to the clinical component of the Masters degree in 
Prison Psychology. I regularly taught the theory and practice of anxiety 
management to first year students at Wakefield Prison College.
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12.2 Private Practice
For several years I have maintained a small private caseload. I have strong 
views on the ethics of private work and will only engage in such activity if 
there is a compelling reason why a person cannot be dealt with within the 
scope of the NHS. Such reasons would include excessive waiting lists, the lack 
of service in the person’s geographical area or occasions when assessment 
work is purely in relation to a legal matter rather than treatment.
Over the years, a number of GP’s have decided to pass requests for private 
treatment and assessment directly on to me. Some patients have contacted me 
directly because I have treated members of their family or friends in the past.
12.3 Legai and Court Reports
Over the last few of years, there has been an increased perception in the 
usefulness of Clinical Psychology evidence within the legal profession. 
Correspondingly, I have received a number of private referrals from a range of 
legal sources.
Essentially, the referrals comprise requests for assessment and preparation of 
reports for court. The cases that I have range from assessment of Post 
Traumatic Stress Disorder through to expert testimony in an alleged case of 
indecent assault.
I enjoy this work and find it extremely challenging (although very time- 
consuming) to produce clear, easy to understand reports that stand up to the 
rigours of legal practice and detail. I take particular pride in the quality of the 
work that I do in this field. Some of the reports that I have written have 
resulted in me being summoned to court as an expert witness.
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12.4 Agency Work
For the past 12 months I have undertaken two sessions of clinical work per 
week for my former employer, Dudley Priority Health NHS Trust. I have 
enjoyed the opportunity to continue to practice in the field of primary health 
care.
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The Case for the Radical Restructuring of the 
Clinicai Psychoiogy Profession
In 1998, the clinical psychology profession is confronted with a number of 
uncomfortable facts. These include the following:
1. There remains a shortage of qualified clinical psychologists.
2. Market forces continue to push up the levels of salary that must be paid to 
newly qualified psychologists.
3. We have a grading structure that is not related to qualifications or experience 
that necessarily generates instability within services and threatens the quality 
of the profession as a whole.
4. Unlike many other countries in Europe, our Continuing Professional 
Development (CPD) provision is wholly inadequate.
This short paper explores some of the implications of the current structure of 
clinical psychology in the UK and considers what might be done to improve the 
situation.
The Reduction of the Career Ladder from 4 to 2 Steps
Our profession is probably unique in only having two grades; ‘A’ and ‘B’. There
ought to be a vast difference between a Grade ‘A’ psychologist at point 41 on the 
scale and a recently qualified psychologist on point 28. Yet both are expected to 
use the same bland title - Clinical Psychologist.
Through the professional regrading exercise (NHS Management Executive, 1990) 
the career grade for Clinical Psychologists emerged as Grade ‘A’ with heads of 
Department or Specialty at Grade ‘B’. However, the way that the profession 
operates calls into question the sense of this structure. The small size of the 
majority of psychology services means that Clinical Psychologists work alone, in 
much the same way as medical doctors do. They manage their own caseloads and
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make all of the clinical decisions in relation to their patients’ psychological care. 
Their relationship with more senior colleagues is usually administrative. In 
reality, the vast majority of Grade ‘B’ psychologists owe their position to their 
managerial responsibilities rather than their clinical expertise. In practice, it is 
currently very difficult for clinical psychologists to prove that their clinical 
expertise warrants the ‘B’ Grade. Discussions with many colleagues over an 
extended period suggests that the will to reward clinical expertise in the absence 
of concomitant administrative and managerial responsibility is rarely present. 
This may increasingly become the case as financial considerations continue to be 
important in the NHS. Alexander (1995) pointed out that an inevitable 
consequence of the internal market in the NHS, which seeks to drive down costs, 
is to engender competition between different professions. Trust managers will 
become increasingly concerned about fimding apparently expensive psychological 
specialities regardless of the recommendations of the MAS report (1986). In an 
environment where, for example. Community Mental Health Teams (CMHT’s) 
staffed by ‘generic’ mental health workers is popularly considered to be ‘good 
practice’% purchasers of mental health services are not particularly interested in 
the “added value”  ^of clinical psychologists. Not all Trust managers understand 
(because they are not motivated to understand) the difference in skills between 
a Psychologist compared to other professionals. For example. Community 
Psychiatric Nurses, Occupational Therapists and Counsellors may have well 
developed skills in specific areas, such as behaviour therapy, but lack the broader 
theoretical and knowledge base of Clinical Psychologists. Some General 
Practitioners are even beginning to consider the possibility of using Practice 
Nurses to act as gatekeepers to more expensive specialist mental health services.
1 This is regardless of the fact that many clinical psychology patients need psychology alone 
and that a multi-disciplinary approach is neither required nor desirable.
2 i.e. our extensive and advanced training, our ability to formulate using a broad knowledge of 
different psychological theories and approaches, our knowledge of systems theory and 
organisational psychology etc.
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The combination of purchasers’ lack of understanding of the “added value” of 
experienced clinical psychologists and an ever-present need to keep costs to a 
minimum, suggests that the ‘B’ Grade will only be valued for its managerial 
functions. Even if it was reasonable to accept that a managerial career was the 
only reasonable route to the top of the professional ladder, it is important to 
realise that most ‘B’ grade Psychologists are young people who could 
conceivably hold their posts for the next 25 or 30 years. In a survey of 581 
members of the British Psychological Society Division of Clinical Psychology, 
Garrett (1995) found that the mean age of qualified Clinical Psychologists was 
39 years and 67% of the profession had only been in post-qualification practice 
for between 3 and 19 years. Inevitably and increasingly, many talented 
practitioners may be precluded from reaching the top of the profession simply 
because there is no space for them.
Even more disturbing is the possibility that those fortunate enough to reach 
Grade ‘B’ may have done so because of local circumstances rather than because 
they are the most experienced or talented practitioners in the field. In a regional 
survey of clinical psychologists, who had been qualified for three years or less, 
Philcox, Bradley, Gamsu and Godsi (1994) showed that grading varied between 
points 23 and 34 on the ‘A’ scale and that grading was as much related to 
variations between employing authorities within the NHS as to the years of post­
qualification experience. Under the old grading system, the Senior Grade was 
attainable after two years (point 25) and the Principal Grade after 5 or 6 years 
(point 32). Thus, large numbers of newly qualified clinical psychologists are 
being paid the equivalent of Senior or Principal Clinical Psychologists within a 
few years of qualifying. An employment market in which there are many more 
posts than qualified staff to fill them has brought about this state of affairs. The 
inevitable consequence is that NHS Trusts have to offer inflated salaries to newly 
qualified staff if they are to have any chance of filling their posts. This sets up a 
dangerous situation in which purchasers are more likely to consider alternatives 
to clinical psychologists who may, increasingly, be seen as an expensive luxury.
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Paradoxically, the constant upward pressure on starting salaries which induces 
pressure from middle-ranking psychologists to maintain pay differentials could 
decrease the opportunities for psychologists to advance to Grade ‘B’. Even more 
serious is the possibility that, as a profession, we will exceed our worth and price 
ourselves out of the market altogether. We have to be alert to the fact that clinical 
psychology is an extremely small profession with no statutory responsibilities. 
The value we attach to ourselves may exceed our worth in the eyes of purchasers 
to the point where we could easily become extinct.
The Introduction of3~point Pay Scales in the ’A’ Grade
Inevitably, 3-point scales generate substantial instability within the profession.
Regrading can only occur if it can be demonstrated that the post-holder’s job has 
changed to include wider responsibility. Grade ‘A’ Psychologists have to start 
planning how to escape the 3-point barrier almost from the moment they are 
appointed. The ‘game’ seems to be as follows;
• First, examine your job description for the grade carefrilly.
• If the job is full time; i.e. it will take all of your time to fulfil the 
responsibilities defined within it, negotiate which part you can abandon 
to make time for the ‘extra responsibilities’ that will form the basis of 
your regrading application.
• Assume the newly identified, more ‘responsible’ duties. Demonstrate your 
ability to work at the new level for about a year.
• Apply for regrading and be prepared for the bureaucracy that is the 
prerequisite to success.
• If you are unsuccessful, start scrutinising the BPS Appointments 
Memorandum for opportunities elsewhere. This is relatively 
straightforward. Remind your District Psychologist that your departure 
will most probably result in a substantial gap in the service or loss of the 
post and that you will be difficult and expensive to replace.
• If you like your job and do not wish to move, repeat this process!
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Whilst this sounds somewhat cynical, it is sufficiently close to the truth to make 
the point. The 3-point scales place an immediate pressure on Grade ‘A’ 
Psychologists to focus on the next step in their career rather than take the time to 
gain the experience for the level they have achieved. The 3-point scale also has 
negative consequences for services that will witness higher rates of staff turnover 
(unless they are in a position to persuade managers and purchasers to provide the 
extra money for regrading on a regular basis). Services are unlikely to obtain the 
full potential of their Grade ‘A’ staff who must constantly move on or stagnate.
A further factor that facilitates instability within the bulk of the profession is the 
assumption that the ‘A’ grade should be the career grade. In other words, new 
Psychologists realise that they cannot expect to achieve beyond the ‘A’ grade 
during their careers. This assumption coupled with the decreasing opportunities 
to attain ‘B’ grade means that ‘A’ grade Psychologists are motivated to reach the 
highest scale point on the ‘A’ grade as quickly as possible. This is understandable 
given the length of training and time often spent in alternative careers prior to 
training^. Ever decreasing resources means that many Clinical Psychologists see 
the door to ftiture promotion closing and feel desperate to secure their position 
before it closes completely. The chronic limitation of career prospects in school 
teaching indicates how our own profession might end up.
However, ‘fast-track’ career progression must, inevitably, lead to a decline in 
standards in the profession and is not desirable. Psychologists climbing the career 
ladder can only realistically do so by reducing their clinical work in favour of 
organisational and managerial functions. There are examples of Grade ‘B’ 
Psychologists who attained their position within 5 years of qualifying. It is 
probable that they did so as much by good fortune as talent and ability. The 
regrading exercise accelerated the career progression of many Psychologists 
artificially. How well one did in the regrading exercise was as much related to the
3  Although the Clinical Psychology Clearing Scheme do not keep records regarding applicants occupations prior to 
training, in May, 1998, they informed the author that the average age o f  applicants for clinical training was 28.
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negotiating skills of individual District Psychologists and local politics than a 
function of the competence and proficiency of the Psychologist being regraded. 
The overall picture, then, is one of chaos. Grading seniority in the profession 
frequently does not necessarily reflect competence or experience and the grading 
structure of the profession has the potential to generate considerable unrest 
amongst Grade ‘A’ Psychologists.
Gale’s (1997) thesis suggests that a crisis exists in British Psychology which 
results from the mismatch between its influence and power in society generally 
and a structure that prevents it from discharging its responsibilities effectively. 
In his critique of contemporary practice. Gale cites the example of Educational 
Psychology which, he suggests is not up to the task before it. He suggests that this 
group of applied psychologists needs to work at the macro level by increasing the 
effectiveness of education delivery through the facilitation of both teachers and 
students. He argues that;
“the fundamental aim o f  applied psychology is to facilitate people in their lives 
and work and to enhance their self-esteem ”
(Gale, 1997; p.l2)
Of course, these arguments are equally valid when considering clinical 
psychology. In our profession, it follows that the aim of clinical psychology 
should be to enhance the effectiveness of healthcare systems by facilitating both 
staff and patients in their lives and work to enhance their self-esteem, which is a 
central prerequisite to good general health. However, work at such a macro level 
requires the authority of a sound basic training, appropriate experience and 
continuing professional and personal development. It also demands an 
acknowledged level of seniority within the system that will allow psychologists 
to be influential at all levels of the organisation. In other words, the most 
appropriate grade for Clinical Psychologists to operate at is Grade ‘B’.
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We might learn from the more established and experienced medical profession. 
The career progression of hospital doctors is clear and well understood by all 
other allied professions. Following qualification, doctors initially seek posts as 
Senior House Officers (SHO). The emphasis at this level is on clinical 
experience - as much of it as possible. The SHO is not required to concern herself 
with managerial or organisational issues. At this level, clinical speciality has not 
yet been determined. The SHO still has many opportunities to work in different 
fields. Following the SHO grade, through which there are no shortcuts, the 
candidate will seek a post as a Registrar. This level affords the candidate the 
earliest opportunity to begin to consider a specialty. However, future success in 
that specialty requires further study culminating in Part 1 examinations to become 
a member of the chosen Royal College. If the candidate is successful, then a 
Senior Registrar (SR) post and Part 2 examinations become possible. Following 
a reasonable period as an SR and full membership of her chosen Royal College, 
hospital doctors can expect to be appointed as Consultants - the career grade for 
hospital doctors. This formalised system of developing post-qualification training 
and experience contrasts strongly with our own profession. As McPherson (1992) 
points out;
‘T/ze few  postqualification courses which are organised by the BPS and other 
bodies are usually short, ad hoc and have no formal implications for employment 
or professional standing. ”
(McPherson, 1992; p. 422)
The important features of this career structure as compared to our own are 
illustrated in the Table overleaf;
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Differences in Career Progression for Hospital Doctors 
and Clinical Psychologists
Medicine Clinical Psycholog)
There is no ‘fast-track’ promotion that 
allows hospital doctors to ‘skip’ 
substantive grades (e.g. S.H.O. or 
Registrar).
Promotion opportunities are determined 
as much by local politics and market 
economics as the competence and 
experience of the candidate.
Successful hospital doctors can expect 
to become consultants.
Attainment of the ‘B’ Grade is not 
assured by competence or experience. 
Currently the ‘A’ Grade is the career 
grade.
Early post-qualification experience is 
generic.
Early post-qualification experience is 
raiely generic. Indeed, specialisation 
begins during the third year of training.
Consultant status is determined by 
extensive and specialist post- 
qualification training and examination.
Achievement of the "B’ Grade is not 
dependent on post-qualification training; 
there is no formal requirement for 
continuing professional development, 
although it is generally encouraged.
The grade of a doctor usually reflects his 
or her training, experience and clinical 
competence'*.
The grade of Psychologist is detennined 
by local politics and conditions. It rarely 
(if ever) reflects training and may or 
may not reflect experience and clinical 
competence.
Promotion to the next substantive grade 
is related to clinical and academic 
achievement.
Promotion is related to local conditions 
and the ‘internal market’. Clinical 
aptitude and academic achievement are 
untested after basic qualification.
Most Consultants are primarily 
clinicians
Most Grade ‘B’ Psychologists are 
managers. Very few Grade ‘B’ 
Psychologists are purely clinicians.
The structure of the medical profession means that it is in a stronger position to justify 
salaries and status in the NHS. Further, it is free from the difficulty of constantly having 
to consider how to manage junior staff demanding promotion. The structure of the
4 It is acknowledged that promotion may be faster for some specialties, e.g. Consultant Psychiatrists in 
Learning Disabilities, however this occurs less frequently than in Clinical Psychology.
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profession ensures that by the time a hospital doctor achieves consultant status, he has 
demonstrably and visibly acquired considerable experience and expertise in a given 
specialty.
The reputation of our profession would also benefit from tests of knowledge and 
competency at key points during career development. Although, the majority of 
psychologists regard Continuing Professional Development (CPD) as important, there is 
no contractual agreement or specific time allocation for its occurrence (Knight and 
Devonshire, 1996). In a survey of the CPD needs of clinical psychologists in the South 
Thames Region, Knight and Devonshire (1996) found that only 56% of respondents to 
their survey had assessment of their CPD as a formal aspect of their annual Individual 
Performance Review (IPR). Knight and Devonshire (1996) suggest that the failure of 
management or higher authorities to ‘specify and gauge’ CPD could prove a serious 
obstacle to an individual’s quest for advancement. However, the current author disputes 
this view. Unfortunately a lack of CPD is not necessarily a stumbling block for future 
advancement in an under-staffed service that is often desperate to fill posts. Further, the 
economic pressures upon providers and purchaser’s alike makes it unlikely that they will 
insist on the development of more extensive and formalised CPD strategies. Thus, the 
onus rests squarely with the British Psychological Society to be the gatekeeper of 
minimum standards within the profession.
Although the training of clinical psychologists in the UK and Europe are not directly 
comparable, our lack of post-qualification training is striking. For example, 
McPherson (1992) suggests that in Norway, psychologists are required to undertake 
advanced ‘specialist’ training before they can compete for senior clinical posts. Further, 
advanced training (which takes about 5 years and covers course work and supervised 
clinical practice and experience in the specialist area) may not be started until the 
qualified psychologist has had at least two years post-qualification experience. Similarly, 
in Finland, four years of training, including course work, supervised experience and a 
dissertation or published papers are required to specialise. Even if it is accepted that less 
clinical experience is required to obtain the basic qualification in these countries, there
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is no question that far more is required for specialisation than is the case in the UK. After 
all, it is conceivable that a UK clinical psychologists could work their way up to 
Grade ‘B’ in a clinical specialty having received no more than 70 days of supervised 
training experience in that field during basic training. Furthermore, there is no 
requirement for clinical psychologists to work in the area that they focussed on for their 
doctoral research.
It should be possible to formalise CPD to ensure that a Psychologist wishing to become 
a Grade ‘B’ (perhaps many years after completing basic training) is current, both 
academically and clinically. An earlier draft of this paper was criticised by senior clinical 
colleagues when it suggested that the profession should move towards a more 
comprehensive post-qualification examination akin to the membership examinations 
common in the medical profession. They suggested that this would be wholly 
unacceptable to the profession at present. While the current author accepts that such a 
move would not be popular, it is suggested that the future integrity and reputation of the 
profession suggests that the status quo cannot and should not be maintained. For now, 
it is suggested that an annual IPR conducted by the specialty head or District Psychologist 
could be committed to assessing CPD for the year and planning it for the next. Thus, the 
acquisition of a practising certificate would not simply be a matter of paying the going 
rate. It would be awarded on an annual basis after the applicant had undergone an 
appraisal of CPD in a clearly defined and structured way. Such assessment and appraisal 
approaches would greatly enhance the meaningfulness of the register of Clinical 
Psychologists.
There is also an urgent need to completely restructure the profession. It is reasonable to 
adopt a model that assumes the Consultant grade is the career grade. Currently there is 
great concern when there are too many ‘B’ grades in a department. The argument seems 
to be about ‘Too many Chiefs and not enough Indians’. This problem arises because you 
have to be a chief to be a Grade ‘B’. This does not have to be the case. The medical 
profession demonstrates that an alternative structure is quite possible. Not all medical 
Consultants are managers of their specialty. For example, a surgical department usually
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exists quite comfortably with a number of Consultant Surgeons who may well outnumber 
the number of junior staff in their department.
If the ‘B’ grade were to be made the career grade, then it would be imperative that a 
distinct career development pathway from initial qualification to attainment of the new 
career grade. As is the case with the medical model, there should be a clear number of 
formal steps involved. The need to restructure the profession is essential to ensure that 
standards of psychological care are maintained, the integrity of our profession is assured 
and, above all, our patients receive the best care possible.
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Eye Movement Desensitisation for the Treatment of 
Post-Traumatic Stress Disorder: Fact and Fiction
Deconstructing Eye Movement Desensitisation for the 
Treatment of Post-Traumatic Stress Disorder: A 
Review of Contemporary Theory
Academic Dossier Submitted as 
Part Requirement for the Degree of Doctor of Psychology
Eye Movement Desensitisation for the Treatment 
of Post-Traumatic Stress Disorder: 
Fact and Fiction
Introduction -  PTSD and EMD
Post-traumatic stress disorder (PTSD), recognised since 1980 when it was in 
included as a distinct diagnostic category in the DSM-III (APA, 1980), is a 
condition that follows an unusually threatening event which, in most instances, 
is sudden and catastrophic in proportion. It is characterised by;
"... the reexperiencing o f an extremely traumatic event accompanied by 
symptoms o f  increased arousal and by avoidance o f stimuli associated with 
the trauma”
(DSM-IV, APA, 1995; p.403)
Diagnosis of the condition requires a number of factors to be present in each of 
the following six symptom categories (as outlined in DSM-IV, 1995);
A. The person has been the victim of, or has been exposed to a traumatic 
event which involved threatened death or serious injury, or the death of 
others. The person’s response involved intense fear, helplessness or horror.
B. The person persistently reexperiences the traumatic event through, for 
example, nightmares, dissociative flashback episodes, intrusive re­
collections of the event etc.
C. The person persistently avoids stimuli associated with the trauma (e.g. 
avoidance of places or people that arouse recollections of the trauma) and 
experiences numbing of general responsiveness (e.g. restricted range of 
affect, feelings of detachment or estrangement from others).
D. The person experiences persistent symptoms hyperarousal (e.g. difficulty 
falling or staying asleep, increased irritability, exaggerated startle 
response).
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E. The duration of the disturbance is more than one month.
F. The disturbance causes clinically significant distress or impairment in 
social, occupational or other important areas of fimctioning.
Considerable research into effective treatments for PTSD has been carried out 
since its inclusion in DSM-III in 1980. Exposure techniques, which are based 
on the assumption that individuals habituate to the anxiety provoking memory 
with a consequent reduction in anxiety, have been frequently used. However 
some authors have expressed concern about the use of a technique that 
generates prolonged high levels of anxiety (Fairbank & Brown, 1987) and 
requires several sessions to achieve a therapeutic effect (Keane, Fairbank & 
Cadell, 1989). Further, the failure of exposure to have an effect on some 
patients has been inadequately explained (Wolpe, 1982; Keane et a l, 1989). 
Further, even when exposure techniques seem to have been effective in 
dealing with some of the symptoms of PTSD, residual difficulties such as 
nightmares, social isolation and generalised anxiety often remain after 
treatment (Vaughan & Tarrier, 1992).
Relatively recently, a new approach to the treatment of PTSD has emerged for 
which dramatic claims have been made. The technique. Eye Movement 
Desensitisation (EMD) was apparently developed by chance when 
Shapiro (1989a, b) noticed in herself that recurring disturbing thoughts 
disappeared when she simultaneously engaged in automatic ‘multi-saccadic’ 
eye movements. Rosen (1995) suggests that saccadic eye movements are 
involuntary and cannot be detected by people even when they are specifically 
instructed to look for them. Therefore, he argues that the term ‘saccadic’ is 
inaccurate. However, this assertion has been disputed by Welch (1996) who 
suggests that Rosen’s understanding of saccadic eye movements is flawed. 
Regardless of the specific type of eye movement that Shapiro observed, this 
debate does not detract from Shapiro’s serendipitous discovery that lead her to 
consider whether the induction of bilateral eye-movements might reduce the 
intrusion phenomena commonly associated with PTSD.
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The essential feature of EMD in the treatment of PTSD is that the patient is 
required to generate an anxiety-inducing image, associated with the traumatic 
event, and isolate a thought about that scene. For example, Shapiro (1989b) 
cites examples including, “I am helpless” or “I have no control”. While the 
patient repeats the phrase to himself, bilateral eye movements are induced by 
tracking the therapist’s finger which is held between 9 and 12 inches in front 
of the patient and moved back and forth across the patient’s visual field at a 
rate of 1-1 &  seconds (Shapiro, 1989a). Each complete bilateral eye 
movement cycle is termed a ‘scad’. Next, the patient is required to revisualise 
the scene in terms that are more acceptable or preferred and generates a 
counter anxiety-inducing phrase, e.g. “I am safe now”. Eye movements are 
then induced again with the new image and phrase. The procedure is repeated 
with all anxiety-provoking memories until no further anxiety is reported. 
Shapiro (1989a) claims that EMD will be successful in 60-70% of patients in a 
single 50-minute session.
Shapiro (1989a) suggests that the traumatic memory is weakened or eradicated 
when the patient maintains awareness of one or more of the following; (1) an 
image of the memory, (2) the negative self-statement or assessment of the 
trauma, (3) the physical anxiety response. She suggests that the optimum 
response to EMD occurs when the patient is aware of all three but that 
desensitisation can occur when only one is present.
It should be noted that, in her later work, Shapiro changed the name of the 
technique “Eye Movement Desensitisation and Reprocessing” to connote the 
“accelerated information processing” that she assumed to be of major 
importance in the efficacy of the approach. However, the mechanisms by 
which the technique works have not been conclusively identified and, as Lohr, 
Kleinknecht, Tolin & Barrett (1995) point out;
"... there is no empirical evidence o f  the effects o f  treatment that justifies the 
use o f  the term reprocessing” (p.286)
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Lohr et al (1995) chose to adhere to the popular name for the treatment 
protocol, EMDR, because it is now the most commonly used term. However, it 
is suggested that incorrect labelling of the technique perpetuates a myth which 
implies the establishment of a mechanism for the phenomenon. Consequently 
the original name, eye movement desensitisation (EMD) is used in this review.
This review will restrict itself to a consideration of the efficacy of EMD in the 
treatment of PTSD. The review begins with a discussion of early single-case 
design and uncontrolled studies of applying EMD to the treatment of PTSD. 
The review then considers both therapeutically successful and unsuccessful 
controlled outcome studies prior to concluding with a summary that draws the 
available literature together. Readers wishing to consider how EMD has been 
applied to other disorders should consult Lohr et a l (1995).
Investigating the Efficacy of EMD 
Single-Case and Uncontrolled Studies
Early studies of EMD were typically single-case or uncontrolled studies. The 
studies by Puk (1991), Marquis (1991), Lipke and Botkin (1992), McCann 
(1992), Spector and Huthwaite (1993) and Spates and Burnette (1995) all 
seemed to indicate the efficacy of EMD. However, few of these studies used 
standardised psychological tests^ and established diagnostic tools and hence 
caution should be exercised in interpreting the reported outcomes.
Wolpe and Abrams (1991) utilised the Fear Survey (Wolpe & Lang, 1969) 
which offers a global rating of overall fear level in their treatment of an 
individual rape victim. They demonstrated significant improvements in 
subjective distress and collateral reductions in overall fearfulness and social 
dysfunction at follow-up. However, the 15-session intervention used a
‘ Spates and Burnette (1995) used the SCL-90-R (Derogotis, 1977) to assess pre- and post-treatment symptomatology 
in the third case reported on in their paper. However, no standardised psychological tests were used in the first two 
cases.
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modified EMD procedure including systematic desensitisation and relaxation 
training which precludes conclusions about EMD being drawn (Renfrey & 
Spates, 1994). Further, the patient had received psychodynamic therapy and 
rape counselling prior to receiving EMD. Thus, the fact that several other 
treatment techniques besides EMD makes it difficult to draw conclusions 
about the efficacy of EMD per se.
Renfrey & Spates (1994) suggest that the most thorough single case replication 
of Shapiro’s work was a report concerning the treatment of a 40-year-old 
counselling psychologist who was the victim of a shooting (Kleinknecht and 
Morgan, 1992). During the EMD treatment, two further traumatic memories 
were elicited. The first of these was the memory of a fatal car crash in which 
the patient (who had been the driver) lost his wife and unborn child. The 
application of EMD to this trauma elicited a further anxiety provoking 
memory from the patient’s late teens when he had worried about the effect of 
imprisonment (for being a conscientious objector to the Vietnam war) on his 
claustrophobia.
Formal psychological assessments, including the Brief Symptom Inventory 
(BSI: Derogatis & Spencer, 1982), the State-Trait Anxiety Scale (STAI-Trait 
Form Y: Spielberger, Gorusch, Luschene, Vagg & Jacobs, 1983) and the 
Centre for Epidemiological Studies Depression Scale (CES-D: Weismann, 
Sholomkas, Pottenger, Prusoff & Locke, 1977) were administered pre­
treatment and at 4 and 8 month follow up. The patient received two sessions 
comprising history-taking, relaxation and anxiety management prior to 
administration of the EMD procedure.
The authors report reductions on all clinical dimensions of the BSI as well as 
significant improvements on the STAI and CES-D. The patient also made a 
post-treatment statement in which he claims that previously disturbing visual 
images were diffuse and no longer emotionally charged. Further, he reported 
substantial reductions in hypervigilance as well as collateral improvements 
socially in terms of his self-image and confidence.
81 -
Although the study does appear to demonstrate overall clinical improvements, 
the measures used failed to cover the full range of PTSD symptomatology. 
There was no assessment of the extent of the patient’s PTSD using a 
standardised instrument, e.g. the Clinician Administered PTSD Scale (CAPS: 
Blake, Weathers, Nagy, Kaloupek, Klauminzer, Chamey & Keane, 1990). 
Further, no objective data were available to verify the collateral improvements 
claimed. Finally, the patient studied was unusual. He had received 
psychological training that may have offered him an advantage in maximising 
any help offered. Further, there is no suggestion that he had received previous 
treatments that had failed. Thus, other treatments may have proved to be 
equally effective, for example.
While the collection of single-case studies provide a useful indication that 
EMD maybe a promising treatment for aspects of PTSD that is worthy of 
further consideration, they offer only limited evidence in evaluating its 
efficacy. This is because generally, single-case designs are limited in their 
capacity to validate cause-effect relationships (Kazdin, 1992). Single case 
designs lack a comparative control and are, therefore, susceptible to ‘false- 
positive’ results (Type I Error).
Controlled Outcome Studies
There have been a number of controlled outcome studies of varying quality. 
Shapiro (1989b) carried out the first systematic investigation of the efficacy of 
her new treatment method with a patient group of 22 rape and molestation 
victims, and Vietnam Veterans. She used anxiety levels, the validity of 
positive self-statements and self-assessments (VoC: Validity of Cognitions^) 
and presenting complaints as dependent variables. The group varied 
considerably in the length of time they had experienced the symptoms prior to 
treatment and the number of years of previous treatment.
 ^ Shapiro devised a 7 point scale ranging from 1 (completely untrue) through to 7 (completely true) to assess the 
degree to which her patients believed in the ‘preferred’ cognition following treatment. She called this the Validity o f  
Cognitions Scale (VoC).
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Shapiro claimed that a single session of EMD was sufficient to reduce the 
mean value of the Subjective Units of Disturbance (SUD) for the cohort from 
7.45 to 0.13 compared with no appreciable change in the control group. The 
effect was maintained at 3-month follow-up when additional behavioural 
change resulting in collateral symptom alleviation had also occurred. 
However, treatment was terminated when patients reported a SUD reduction to 
0 or 1. Thus, demand characteristics, alone, could explain the impressive 
improvement. For example, patients may have reported a reduction in SUD 
scores merely because they knew that this was expected and wished to comply 
with the therapist’s demands. Further, if  patients experienced the 
revisualisation of their trauma as aversive, they might have been motivated to 
end the session as quickly as possible by reporting a substantial decrease in 
their SUD score. Herbert and Mueser (1992) note that the study was further 
confounded because the requirement for patients to report a SUD score of 0 or 
1, in order to terminate the session, was only placed on the experimental group 
and not upon the control group.
Sanderson and Carpenter (1992) employed a two-treatment crossover design to 
compare EMD with Image Confrontation (IC). The IC technique was identical 
to EMD except that these patients were instructed to keep their eyes closed and 
stationary. Both techniques were applied to patients with a variety of phobic 
disorders. The authors reported significant and equivalent reductions in the 
SUD scores associated with both treatments. The 8 patients with trauma 
symptoms did best. However, standardised psychological tests were not 
employed and the crossover design precluded the analysis of the unique effects 
of EMD and IC. Although Shapiro’s (1989b) control group was almost 
identical in nature to the IC group in Sanderson and Carpenter’s study, she 
noted a significant difference between the experimental and control group, 
whilst no such difference between the EMD and IC groups was observed. This 
may provide further evidence that the extent of the success in the Shapiro 
study was exaggerated owing to the effects of the demand characteristics 
already discussed.
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Boudewyns, Stwertka, Hyer, Albrecht, & Sperr (1993) used psychological, 
physiological and standardised diagnostic measures in a controlled study of 
EMD to treat combat related PTSD in Veterans hospital patients. Prior to 
treatment, all patients recorded their traumatic experiences on audiotape. 
Patients were then randomly divided into three groups. One group was treated 
with EMD, one group received an exposure control procedure and the last 
group received a milieu control procedure. They noted a significantly greater 
reduction in SUD scores for the EMD and exposure control groups (with the 
greatest reductions achieved in the EMD group) than displayed by the milieu 
control group. When the audiotape was played back to patients following 
treatment, there was no significant difference in physiological reactivity 
between the groups. Indeed, none of the treatments appeared to affect 
physiological reactivity. Further, there were no pre- and post treatment 
differences for any of the conditions on the CAPS (Blake et al., 1990), Impact 
of Events Scale (lES: Horowitz, Wilner & Alvarez, 1979) and the Mississippi 
PTSD Scale (Keane, Cadell & Taylor, 1986).
In evaluating the effectiveness of EMD in the treatment of PTSD, it is 
imperative that outcome measures have adequate construct validity. For 
example, Puk (1991) reported that the patient was able to reduce the vividness 
of his visualisations. However, vividness of the image only relates to one 
dimension of the PTSD syndrome. Similarly, Richards and Rose (1991) used 
an exposure approach in their treatment of PTSD. They utilised measures of 
depression, phobic anxiety and social adjustment as outcome measures. 
However, if any treatment for PTSD is being evaluated, then its effect on the 
whole range of PTSD symptoms must be considered. This point has been 
observed by other authors (Baggaley, 1991; Vaughan, Wiese, Gold, & Tarrier, 
1994a).
This issue was addressed by Forbes, Creamer and Rycroft (1994) in a study of 
eight patients. They used a variety of instruments including a structured 
interview (SI-PTSD: Davidson, Smith & Kudler, 1989), the SCL-90-R
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(Derogatis, 1977), the Beck Depression Inventory (BDI: Beck, Rush, Shaw & 
Emery, 1979) and the Impact of Events Scale (lES: Horowitz, Wilner & 
Alvarez, 1979). Comorbidity was assessed using the Structured Clinical 
Interview for DSM-III-R (SCID-NP: Spitzer, Williams, & Gibbon, M, 1987)). 
The possibility that the EMD protocol has features reminiscent of hypnosis 
was investigated using the Stanford Hypnotic Clinical Scale (SHCS: Morgan 
& Hilgard, 1975). The authors reasoned that the dramatic results of EMD 
might be attributable to suggestibility. Finally, electromyography (EMG) was 
used to measure possible physiological changes resulting from EMD.
In comparisons between pre- and post treatment scores, the authors found 
significant decreases in intrusion, avoidance and hyper-arousal on the SI- 
PTSD and decreases in intrusion and avoidance on the lES. They also 
observed significant decreases on the BDI and on the Global Severity Index of 
the SCL-90-R. These improvements were maintained at 3-month follow-up. 
Although significant improvements were observed in 6 of the 8 patients, 50% 
continued to meet the criteria for PTSD post-treatment and at follow-up.
EMG results indicated a decrease in physiological reactivity with progressive 
EMD treatments although these results did not correlate significantly with SI- 
PTSD data. The authors found a modest positive correlation between overall 
symptom reduction (i.e. the total SI-PTSD score) and suggestibility as 
measured by the Stanford Hypnotic Clinical Scale (SHCS: Morgan & Hilgard, 
1975). The authors submit that suggestibility is a measure of the degree to 
which patients can generate images. Consequently, treatment success may 
depend of the ability of patients to visualise traumatic scenes. Finally a 
negative relationship between chronicity and longer term response to treatment 
was observed, supporting the view that chronic forms of PTSD are more 
resistant to treatment (Peterson, Prout and Schwartz, 1991). Although the 
study offers support for the efficacy of EMD, the small sample size used in the 
study and the absence of any form of control group are reasons to be cautious 
about over-interpretation.
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In a study of 10 patients, Vaughan, Wiese, Gold, & Tarrier (1994a) found 
EMD effective for the re-experiencing, hyper-arousal and avoidance categories 
of the DSM-III-R. A significant reduction in depression was also seen 
although this and the hyper-arousal results were not maintained at follow-up.
Vaughan, Armstrong, Gold, O’Connor, Jenneke, & Tarrier (1994b) compared 
EMD with image habituation training (IHT) and applied muscle relaxation 
(AMR) in 36 randomly assigned PTSD patients. In IHT, patients were required 
to listen to continuous audiotaped loops of descriptions of their trauma. They 
then recorded cognitions and anxiety levels on a homework sheet. The 
treatment took approximately 60 minutes per day. It has been reported as being 
effective in PTSD by Vaughan and Tarrier (1992). Patients in the AMR group 
were taught to recognise their own symptoms of anxiety so that they could 
apply Ost’s (1987) progressive relaxation technique. The relaxation was 
practised for two 20-minute sessions each day.
Patients in all three groups were initially assessed using the SI-PTSD 
(Davidson, Smith & Kudler, 1989), the STAI (Spielberger, 1983), the BDI 
(Beck, 1978) and the lES (Horowitz, Wilner & Alvarez, 1979). Comorbidity 
was also assessed using the Anxiety Disorders Interview Schedule (ADIS-R: 
Di Nardo & Barlow, 1988) and the Hamilton Rating Scale for Depression 
(HRSD: Hamilton, 1960). Seventeen of the patients were initially assigned to a 
waiting list after assessment and then reassessed two to three weeks later prior 
to undergoing treatment. The groups were balanced with respect to number of 
treatment sessions, demographic and trauma-related variables.
Significant reductions in hyper-arousal and avoidance symptoms between 
waiting list and post-treatment assessment occurred for all three groups. 
However, at post-treatment, 47% of patients still met the criteria for PTSD. At 
3-month follow-up this had fallen further to 30%. Significant reductions in 
total PTSD symptoms for all three groups were observed. Further, reductions 
in hyperarousal were seen in the EMD and IHT groups. Although 
improvements were seen across all three groups with regard to re-experiencing
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and intrusive symptoms, only EMD produced significant improvements in 
‘flashbacks’, nightmares and avoidance symptoms. Patients perceived 
therapists in the EMD group to show more ‘warmth’ than in the other two 
conditions although they did not report differences in genuineness or empathy. 
EMD may rely on greater patient-therapist interaction than does IHT or AMR. 
If so, this could account for the difference in perceived warmth.
The absence of a true placebo condition is a flaw in the methodology given 
that placebo treatments have been shown to be superior to waiting lists 
(McConaghy, 1990). Additionally, although all patients had symptoms 
identified in the DSM-III criteria, 22% failed to meet all the criteria required 
for a diagnosis of PTSD. Small numbers in each group in the study make it 
difficult to draw clear conclusions about the relative effectiveness of one 
treatment over another. However, given that EMD was superior with respect to 
nightmares and flashbacks and that it does not require the homework 
commitment associated with IHT and AMR, it may be that EMD is at least as 
effective as these alternatives and in less treatment time, too.
Wilson, Becker and Tinker (1995) assigned 80 patients to either an immediate 
treatment, or delayed treatment, group. Only 37 of the patients met the criteria 
for a diagnosis of PTSD. The key criterion for inclusion in the study was that 
patients had to have experienced some traumatic memory that interfered with 
their lives. Both groups of patients received 3 EMD sessions. The SUDS, 
VoC, lES, STAI and SCL-90-R were used as process or outcome measures. 
Patients assigned to each of the groups were matched demographically and for 
length of trauma. The demand characteristics issue was addressed by using an 
independent assessor. They found a decrease in SUDS and concomitant 
increase in VoC, which were maintained at 90-day follow-up. However, as has 
been the case with many studies, comorbidity was inadequately assessed. The 
authors suggest that whilst EMD may be effective for the treatment of specific 
intrusive and avoidant aspects of PTSD, the impact of the technique on more 
general psychological functioning (as measured by the SCL-90-R, for 
example) is less clear.
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Unsuccessful treatments using EMD
A number of studies are reported in the literature that describe unsuccessful 
treatments using EMD. However, without exception, these are fraught with 
methodological flaws that do not support the notion that EMD may be a non- 
efficacious treatment for PTSD.
The study by Oswalt, Anderson, Hagstrom & Berkowitz (1993) on the EMD 
treatment of 8 patients provides an early attempt to replicate the findings of 
Shapiro. Only 3 patients were judged to have been successfully treated and 
they were regarded by the authors to have the least pathology. However, the 
study can be considered methodologically unsound for the following reasons: 
The patients were recruited via an advert in a campus newspaper. Of the eight 
who responded, 5 were hospital inpatients who had been diagnosed as having 
PTSD. However, no independent assessment of the cohort's PTSD status was 
made. Further, no account was taken of the patient’s mental health status in 
general and whether they were suffering from any form of psychiatric disorder 
that would have precluded them from a well designed study (e.g. personality 
disorder, psychosis etc.). In fact, the only criterion for inclusion in the study 
was a report of intrusive traumatic memories. Although Oswalt et a l (1993) 
claim to have followed Shapiro’s method exactly, this was not the case. In 
addition to therapist and patient being present in the room, a researcher and 
psychology student were also present to make observations. The study failed to 
use standardised psychological tests to assess treatment effect (using only the 
SUD scale and patient post-treatment reports about whether the memories 
were still ‘bothersome’). Additionally, there was no indication that the 
Validity of Cognitions scale (VoC) was used as in the original Shapiro 
method. Finally, in contrast to Shapiro’s (1989b) study, the authors failed to 
include a control group in their study. In view of the shortcomings of this 
study, it fails to qualify as a reasonable replication of Shapiro’s work and tells 
us nothing about the efficacy of EMD. It does suggest that a degree of caution
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must be adopted in the selection of patients who might benefit from the 
approach.
In a laboratory experiment to test whether EMD reduces the aversiveness of 
visual imagery, Merckelbach, Hogervorst, Kampman and de Jongh (1994) 
found no significant reduction in heart rate, ability to visualise an aversive 
stimulus or the perceived aversiveness of the stimulus after EMD. Further, 
there was no difference between the experimental group and a finger-tapping 
control group. However, it could be argued that the experimental situation 
differs markedly from a ‘real life’ traumatic situation in that PTSD victims 
have to contend with considerably more than a simple aversive visual 
stimulus. For example, some authors have argued that in PTSD a classically 
conditioned association is produced between the emotional response to the 
situation and the entire contents of the memory buffer that occurs during the 
trauma (Pearce, 1987; Dyck, 1993). Further, recent evidence from a study of 
PTSD (using Positron Emission Tomography (PET scan) and script-driven 
imagery) suggests that the emotions associated with PTSD are mediated within 
the limbic and paralimbic systems within the right hemisphere (Rauch, van der 
Kolk, Fisler, Alpert, Orr, Savage, Fischman, Jenike & Pitman, 1996). One 
implication from this study is that information processing in PTSD may not 
comprise a verbal component. Thus, it is possible that information processing, 
in the case of highly personalised trauma, is different to that involved in 
dealing with a non-personal aversive stimulus. It is unlikely that the aversive 
stimulus evoked personal cognitive statements (e.g. “I am helpless” or “I am 
going to die”) as is the case with PTSD. This precluded an essential aspect of 
EMD treatment (Shapiro, 1991) which is the ‘reprocessing’ of these 
cognitions.
Jensen (1994) examined 25 Vietnam veterans who met the criteria for PTSD. 
All patients received a pre-treatment structured interview prior to random 
assignment to the treatment or control group. The SUD scale was utilised as 
was the VoC scale. Post-treatment measures included the Mississippi PTSD 
Scale (Keane, Cadell & Taylor, 1986) and Goal Attainment Scaling (Kiresuk
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& Sherman, 1968). The control group comprised a group of veterans who 
simply accessed Veteran Administration services ad libitum. The experimental 
group received two treatment sessions of EMD within a 10-day period. Jensen 
reports no significant differences on the post-treatment measures between the 
groups although there was a significant reduction in SUD scores in the 
treatment group when compared with the control group. However, 
Lohr a/. (1995) suggest that the Mississippi PTSD Scale is based on 
historical information and may not be a sensitive measure of symptom change. 
Further, a number of authors have noted a negative correlation between 
chronicity of PTSD and successful treatment outcome (Peterson, Prout and 
Schwartz, 1991; Forbes, Creamer & Rycroft, 1994). Finally, EMD requires 
that the procedure be repeated for each traumatic image. Whilst is possible that 
some of the patients may have only required one or two sessions, it is likely 
that many would have required several sessions if there was to be any 
reasonable chance of the EMD being effective. Nevertheless, the study does 
suggest that Shapiro’s claim that 60-70% of patients will improve after a 
single session cannot be generalised to all PTSD populations. Furthermore, the 
efficacy of EMD with combat veterans suffering from chronic PTSD has yet to 
be established.
Summary and Conclusions
Of the seventeen studies considered in this review, 13 (7 single-case design 
and 6 controlled outcome studies) found evidence to suggest that EMD may be 
a useful technique in the treatment of PTSD.
Three studies found no evidence to support the use of EMD in the treatment of 
PTSD. The first of these (Oswalt et al., 1993) was severely methodologically 
flawed. The researchers used a small highly selected group (respondents to an 
advertisement) of which 5 patients were hospitalised psychiatric patients. No 
account of comorbidity was taken. Furthermore, the authors failed to 
independently assess the subjects’ PTSD status using a standardised 
assessment. The only measure used was the SUD scale. Finally, the procedure 
used failed to include central aspects of the EMD treatment (i.e. use of the
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VoC scale) and the patients were required to undergo the treatment with an 
audience of at least three people, two of whom were unknown to them.
It is true that the laboratory study by Merckelbach et a l (1994) which failed to 
find reductions in heart rate or the ability to visualise an aversive stimulus 
following EMD did not specifically set out to evaluate EMD as a treatment for 
PTSD. Nevertheless, it does serve as a warning about the limitations of 
analogue studies. PTSD is a highly personal syndrome in which the patient 
was confronted by a situation involving actual or threatened death or severe 
injury. All of the symptoms of PTSD are based upon this fimdamental aspect 
of the disorder. Thus, it is possible that information from an aversive stimulus 
that is not considered personal will be processed in a different way to intensely 
personal traumatic information. Consequently, this study neither supports nor 
refutes the claimed efficacy of EMD as a procedure for treating PTSD.
The study by Jensen (1994) suggests that Shapiro’s claim that EMD is 
effective 60-70% of patients after the first session is excessive, at least when 
war veterans with chronic PTSD are considered. It also lends further weight to 
the assertion of other authors that there is a negative correlation between 
chronicity and successful outcome when EMD is applied to PTSD (Peterson, 
Prout and Schwartz, 1991; Forbes, Creamer & Rycroft, 1994).
Owing to the variability in research designs employed by the various authors 
reviewed, it is difficult to fully evaluate the efficacy of EMD in the treatment 
of PTSD. Even so, a number of observations can be drawn from the literature. 
To begin with, none of the studies provided conclusive evidence that EMD is a 
comprehensive treatment for all aspects of PTSD. Indeed, evidence from some 
studies suggests that as many as 50% of patients continued to meet the criteria 
for PTSD post-treatment (e.g. Forbes, Creamer & Rycroft, 1994; 
Vaughan a/., 1994b). Additionally, the effect of EMD on general 
psychological functioning remains unclear. Whilst some authors report 
reductions in depression and anxiety (e.g. Renfrey & Spates, 1994; Forbes, 
Creamer & Rycroft, 1994) others suggest that their results were less clear (e.g. 
Boudewyns et a l, 1993; Wilson, Becker & Tinker, 1995). There is also clear
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evidence that alternative approaches to EMD are effective in reducing some of 
the symptoms associated with PTSD (Sanderson & Carpenter, 1992; 
Boudewyns et a l, 1993; Vaughan et a l, 1994b). Finally, as has been stated, it 
may transpire that EMD is of limited utility in patients with long-term PTSD.
There are a number of positive indications that emerge from the literature. 
Thus, several authors agree that EMD seems to be particularly effective in 
reducing intrusion and avoidance symptoms in PTSD (e.g. Shapiro, 1989; 
Puk, 1991; Renfrey & Spates, 1994; Sanderson & Carpenter, 1992; Forbes, 
Creamer & Rycroft, 1994; Vaughan et a l, 1994; Wilson, Becker & Tinker, 
1995). Further, whilst other treatments were shown to be effective in reducing 
these symptoms (Sanderson & Carpenter, 1992, Boudewyns et a l, 1993; 
Vaughan et a l, 1994b), EMD appears to have been more effective than these 
alternatives. Finally, when effective, EMD seems to require less treatment time 
than any of the alternatives examined (e.g. Vaughan et a l, 1994b).
There are practical advantages to a technique that requires relatively few 
sessions (thus preventing prolonged high levels of anxiety) and does not 
require the (unreliable) compliance associated with homework. The fact that 
EMD appears to be an effective treatment for some aspects of PTSD and not 
others, may be evidence for the multi-factorial structure of the PTSD 
syndrome. It is suggested that there is sufficient evidence to warrant 
continuing research into the application of EMD for treating PTSD. Future 
research should address itself to the deconstruction of the EMD procedure to 
establish exactly how the technique produces its effects. The development of a 
clear theoretical basis for the technique may result in it being better targeted 
and, consequently, more effective.
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Deconstructing Eye Movement Desensitisation 
for the Treatment of Post-Traumatic Stress 
Disorder: A Review of Contemporary Theory
Post-traumatic Stress Disorder (PTSD) is a syndrome that can follow extreme 
trauma in which the sufferer confronted death or severe injury or the 
possibility of death or severe injury. It occurs when the response involves 
intense fear, helplessness or horror (DSM-IV, APA, 1995). Symptoms include 
reexperiencing phenomena (e.g. flashbacks, nightmares, cognitive intrusion), 
hyperarousal (e.g. exaggerated startle response, irritability), avoidance 
behaviour (e.g. avoiding people or places associated with the trauma, 
detachment and estrangement) and clinically significant impairment to the 
victim’s social, occupational and other important areas of life.
In 1989 a new approach to treating PTSD was proposed by Shapiro (1989a, b). 
She serendipitously discovered that her own recurring, disturbing thoughts 
disappeared in response to her spontaneous saccadic eye movements. During 
the treatment which Shapiro named “Eye Movement Desensitisation and 
Reprocessing” (EMDR^), patients are required to generate an anxiety 
provoking image associated with the trauma and then isolate a negative 
thought about that scene. While the patient retains the image in mind and 
repeats the negative thought, eye movements (‘scads’^ ) are induced by the 
therapists finger which is held at a distance of 9-12 inches in front of the 
patient and moved across the patient’s visual field at a rate of 1-1 &  seconds 
(Shapiro, 1989a). Next the patient is required to relax before the procedure is 
repeated. On the second occasion, the initial negative thought associated with 
the scene is replaced by a more acceptable or preferred thought. This whole
' Although the term ‘EMDR’ is widely used, the current author prefers the original name for the technique, “Eye 
Movement Desensitisation” (EMD) because there is no empirical evidence to justify the term ‘Reprocessing’.
 ^Each complete bilateral eye movement cycle is termed a ‘scad’
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procedure is then repeated for each separate scene and thought associated with 
the trauma.
There have been a several studies to assess the efficacy of EMD in treating 
PTSD. Several single case studies support the use of the approach (Wolpe & 
Abrams; Puk, 1991; Marquis, 1991; Kleinknecht & Morgan, 1992; Lipke & 
Botkin, 1992; McCann, 1992; Spector & Huthwaite, 1993; Spates & 
Burnette, 1995). Additionally, there have been several controlled outcome 
studies to evaluate the efficacy of EMD for treating PTSD (Shapiro, 1989b; 
Sanderson & Carpenter, 1992; Boudewyns, Stwertka, Hyer, Albrecht & Sperr, 
1993; Forbes, Creamer & Rycroft, 1994; Vaughan, Wiese, Gold & Tarrier, 
1994a; Vaughan, Armstrong, Gold, O’Connor, Jenneke & Tarrier, 1994b; 
Wilson, Becker & Tinker, 1995). In a review of these studies, the current 
author concluded that there is little evidence that EMD is effective in treating 
all aspects of PTSD (Levy, 1998). There is evidence to suggest that EMD may 
be effective in treating the intrusion and avoidance aspects of PTSD (e.g. 
Shapiro, 1989; Puk, 1991; Renfrey & Spates, 1994; Sanderson & Carpenter, 
1992; Forbes, Creamer & Rycroft, 1994; Wilson, Becker & Tinker, 1995). 
Further, some authors have suggested that intrusive images after trauma may 
contribute to the development of other symptoms within the PTSD complex 
(Brett & Ostroff, 1985; Creamer, Burgess & Pattison, 1992) and that a 
reduction in physiological reactivity to these images strongly predicts future 
psychological functioning (Boudewyns & Hyer, 1990).
Levy (1998) suggests that EMD might be better targeted and, more efficient, if 
the psychological mechanisms underpinning the approach are better 
understood. Renfrey and Spates (1994) suggested that EMD comprise several 
separate components. These include;
1. exposure to trauma-related visual imagery
2. verbalisation of a belief about the trauma (which may or may not be 
facilitated by the therapist)
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3. exposure to aversive trauma-related (negative) cognitions
4. rehearsal of adaptive (positive cognitions)
5. bilateral eye movements
6. Active visual attention on an object (finger)
7. thought and image stopping
8. a deep breath at the end of each set
They suggest that EMD can almost be considered to be a treatment ‘package’ 
in its own right and that it is not clear which of these components are essential 
or completely superfluous to a successful treatment outcome. Whilst it is not 
possible to consider all of the components of EMD in this review, the role of 
eye movements, the neurological mediation of trauma-related imagery and 
recent learning theory constructions of EMD are discussed.
The Role of Eye Movements in the EMD Technique
There is controversy about the contribution of saccadic eye movements to the 
effectiveness of the technique and whether they have any role to play. For 
example, Sanderson and Carpenter (1992) compared EMD with Image 
Confrontation (IC) in the treatment of patients with various phobias. The IC 
technique was identical to the EMD approach except instead of inducing eye 
movements, the IC group kept their eyes closed and still whilst visualising the 
traumatic image. The authors reported that IC was as effective as EMD, with 
trauma patients doing best.
Bauman and Melnyk (1994) found no difference between two groups of test 
anxious students when they compared standard EMD with a finger-tapping 
control. Anxiety reduced in both groups leading them to conclude that eye 
movements are not essential in EMD. Rather, they suggest that the distraction 
effect of the task reduces the anxiety generated by the image, which facilitates 
Pavlovian extinction. They also tentatively suggest that the requirement to 
‘blank’ the image between scads might have a similar effect. While this study 
questions the contribution of saccadic movements within the EMD technique.
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it should be viewed with caution. Test anxiety experienced by students does 
not compare with the severity of the trauma experienced by PTSD patients. 
Further, Bauman and Melnyk (1994) suggest that, unlike PTSD sufferers, their 
subjects were unable to identify a specific ‘root’ incident that marked onset of 
examination anxiety.
Montgomery and Ayllon (1994) employed a multiple-baseline design to study 
six PTSD sufferers in an attempt to determine whether patients’ claims of 
improvement were accompanied by concomitant psychophysiological 
indicators (blood pressure and pulse rate) of improvement. All subjects were 
initially assessed using a range of standardised psychological instruments. The 
dependent variables were Subjective Units of Distress Scores (SUD), 
presenting complaints and cognitive shifts as measured on a Semantic 
Differential Scale^ (SDS). Systolic blood pressure (SBP) and pulse were 
measured at each stage of the study. During the baseline procedure, patients 
completed assessments concerning their intrusive image and the feelings they 
had about it. On five occasions, about 15 minutes apart, patients were asked to 
visualise their traumatic scene and the words of their self-statements about the 
scene that best described it. At each of these points, patients volunteered a 
SUD rating. Each patient was then asked to supply a new self-statement about 
how they would like to feel instead. The degree to which the patient believed 
in this new statement was rated on the 7-point SDS. Their pulse and SBP were 
also measured at these times. During the ‘Non-Saccade’ procedure following 
the baseline phase, subjects gazed at a fixed point for 30 seconds whilst 
visualising their traumatic image. Subjects were then given a one-minute break 
before gazing at the fixed point whilst imagining the traumatic scene again. 
This process was repeated 20 times for each subject. SUDS, heart rate, blood 
pressure and SDS were recorded during this phase. After three sessions of the 
‘Non-Saccade’ procedure, subjects received the full, unamended Shapiro
 ^ Shapiro (1989a, b) devised a 7 point scale ranging from 1 (completely untrue) through to 7 (completely true) to 
assess the degree to which her patients believed in the ‘preferred’ cognition following treatment. She called this the 
Validity o f  Cognitions Scale (VoC). The SDS would appear to refer to the same type o f  measurement system.
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technique. A follow-up session occurred one week after the completion of 
EMD. Again, all measures were recorded at follow-up.
The results showed a significant reduction in SUD scores between baseline 
and the full EMD phase. No significant decrease was seen when the baseline 
and the non-saccadic treatment were compared. Although decreases in heart 
rate and SBP were recorded with the non-saccadic, EMD treatments and at 
follow-up, these failed to reach statistical significance. There was a significant 
reduction in intrusive thoughts and dreams following the EMD phase but no 
difference between baseline and the non-saccadic treatment. A significant 
reduction in depression on the Beck Depression Inventory (BDI: Beck, 1978) 
occurred between baseline and follow-up. The BDI was not applied during the 
treatment phases, so there is no indication of which condition contributed to 
this reduction.
The study failed to control for a practice effect of repeated treatments. It is 
possible that the non-saccadic sessions ‘trained’ subjects to the point where 
they began to benefit in later sessions. The choice of systolic blood pressure 
(SBP) and heart rate is also questionable. SBP is a volatile measure so it is 
possible that reductions in SBP occurred simply through measurement 
repetition.
Attempting to isolate the effective components of EMD, Renfiey and Spates 
(1994) applied a pretest-posttest comparison group design to study 5 men and 
18 women screened positively for traumatic events as defined by the 
DSM-III-R (APA, 1987). Following screening, subjects were randomly 
assigned to a standard EMD group, an Automated EMD (AEM) group"^  and to 
an Active Visual Attention (AVA) group (in which subjects maintained a fixed 
gaze at a visual stimulus during desensitisation). The dependent variables were 
heart rate reactivity, SUD scores. Validity of Cognitions (VoC: Shapiro,
In the AEM group, eye movements were induced through alternate flashing lights on either end o f  a dowel rod that 
could be set at any orientation.
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1989a, b), SCL-90-R (Derogatis, 1977) depression and anxiety scores, lES 
(Horowitz, Wilner & Alvarez, 1979) scores and PTSD status as measured by 
the Clinician Administered PTSD Scale (CAPS: Blake, Weathers, Nagy, 
Kaloupek, Klauminzer, Chamey & Keane, 1990). All measures were applied 
at pre- and post treatment as well as at follow-up (between 1 and 3 months 
after treatment).
The authors noted significant reductions in heart rate reactivity, SUD scores 
and VoC scores between pre- and post treatment for all 3 treatment groups. 
However, there were no between-group differences indicating that all 
treatments were equal and positive in their effect. These effects were 
maintained at follow-up. Although the authors suggest that significant changes 
occurred on all variables following all three treatments, they failed to give 
details of the results obtained on the lES, SCL-90-R or CAPS. Of the 23 
participants in the study, 21 met the criteria for PTSD (in accordance with 
DSM-III-R (APA; 1987) definitions) prior to treatment. At follow-up, 5 
subjects continued to meet the PTSD criteria. The authors concluded that there 
was no evidence that eye movements are a necessary component of the EMD 
technique.
Merckelbach, Hogervorst, Kampman and de Jongh (1994) investigated the 
emotional responses of two groups of 20 students to a photograph of a 
mutilated hand. Heart rate was measured by finger plethysmography during the 
baseline phase. Following the image presentation, subjects in both samples 
were also asked to rate how well they could visualise the stimulus on a Visual 
Analogue Scale (VASl) and how aversive the stimulus was (VAS2). The 
experimental group then underwent four sets of 24 eye movements whilst each 
subject memorised the stimulus. Control subjects carried out four sets of 24 
finger-taps. Finally, all the students viewed the stimulus again for 10 seconds 
before heart rate, VASl and VAS2 measures were repeated. Both the 
experimental and control group reported a reduction in the detail and 
aversiveness of the stimulus after ‘treatment’. Similarly, a reduction in heart
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rate occurred in both groups although this was significantly greater for the 
finger-tapping group than the EMD group.
Kleinknecht and Morgan (1992) suggested that eye movements might 
desensitise traumatic memories by interfering with the visual aspect of the 
memories to the point where the patient has retrieval difficulty. Andrade, 
Kavanagh and Baddeley (1997) investigated the possibility that eye 
movements might have an effect on the vividness and emotiveness of trauma- 
related imagery. Their work is based upon the working memory model 
(Baddeley, 1986; Baddeley & Hitch, 1974). The latter comprises a Central 
Executive (CE) and two slave systems -  the auditory information processing 
Phonological Loop (PL) and the visual and spatial processing Visuospatial 
Sketchpad (VSSP). Baddeley (1986) suggests that the PL and VSSP have 
limited capacity. Thus, more than one visual task at a time will result in 
competition for limited resources in the VSSP. Andrade et a l (1997) describe 
previous research indicating that visuospatial tasks make concurrent visual 
memory and imagery more difficult and less vivid to the individual (Andrade 
& Baddeley, 1993). They hypothesised that EMD may be particularly helpful 
to patients whose anxiety levels meant they could not tolerate normal exposure 
techniques. In a series of four experiments, Andrade et a l (1997) tested this 
‘distress reduction’ hypothesis.
In the first experiment to test their prediction, that concurrent eye movements 
would make visual images less vivid and less emotive, 46 students were 
shown 48 photographs. Half of the photographs were unambiguously negative. 
The remaining photographs were positive or neutral. All participants sat before 
a computer screen. Randomly presented photographs were shown for 5 
seconds. Participants then saw either, a letter in the middle of the screen 
(control presentation) or a letter that alternately flashed up on the left and then 
right-hand sides of the screen (eye movement presentation). Participants were 
instructed to keep their head still while tracking the changing letters (eye 
movement presentation) or simply stare at the letter in the middle of the screen
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(control presentation). Whilst viewing the letters, participants were asked to 
visualise the stimulus they had just seen. After 8 seconds, the screen was 
obscured and participants verbally rated the vividness of the image and their 
emotional response to it. Participants were also required to carry out a 
secondary visual task on 5% of the presentations. This task required 
participants to state when the letter ‘q’ was being used rather than ‘p ’. The 
results suggested that the vividness of images under the eye movement 
condition significantly reduced compared with the control. The emotional 
response results were less clear. Andrade et a l (1997) concluded that eye 
movements make visual images less clear by competing for VSSP processing 
capacity.
In a second experiment designed to clarify the findings of the original research, 
Andrade et a l (1997) hypothesised that the secondary task used in the first 
experiment may have disrupted the visual imagery. Therefore, they repeated 
the experiment with 18 students. On this occasion they used three conditions; 
visual image alone (control), visual image with concurrent eye movements 
(EM) and visual image with concurrent articulation (CA: counting aloud from 
one as quickly as possible). The results indicated that the EM condition had a 
detrimental effect on the vividness of the image whereas no such effect was 
seen for the CA or control conditions. The emotiveness of the images was 
reduced in the EM condition but the authors reported that the effect was weak 
and inconsistent.
In the third experiment of the series, Andrade et a l (1997) used similar 
methodology again. On this occasion, 30 students carried out visuospatial 
tapping (VST) tasks. The authors compared a control condition (visual 
imagery alone), a simple VST task (SVST: tapping the keys of a keypad in a 
clockwise direction as quickly as possible) with concurrent imagery and a 
complex VST task (CVST: tapping the keypad keys according to a complex 
pattern). Only the complex tapping task significantly reduced image vividness, 
but emotional responses to the images were not reduced.
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In the final experiment of the series, image vividness and strength of 
emotional response in 24 students was studied under 3 conditions; a control 
condition (visualising the image), complex tapping concurrent with image 
visualisation (as in the third experiment) and eye movements concurrent with 
image visualisation (as in the first two experiments). Students were asked to 
generate three neutral memories and three negative memories. These were 
labelled and presented to the participants after the trials using the photographic 
images had been conducted. The results using the photographic images 
showed that both the tapping and eye movement conditions produced 
significant reductions in vividness and emotional strength when compared to 
the control with the strongest effects being attributable to the eye movement 
condition. However, the difference between the eye movement and tapping 
conditions was not significant. Similar results were obtained when 
participants’ personal recollections were examined. An additional finding was 
that eye movements and tapping were effective in reducing the emotiveness 
and vividness of images that were originally rated as emotive. Neither 
condition had any effect on images rated as emotionally neutral.
Andrade et a l (1997) suggest that the strength of emotion elicited by 
recollection of the image is determined by the vividness of the image which, in 
turn, is influenced by the availability of working memory resources. They 
suggest that EMD may be a superior visual task to visuospatial finger tapping 
because it generates conflicting perceptual information to impinge on the 
VSSP causing a ‘blurring’ of the image.
Renfiey and Spates (1994) suggest that the standard Shapiro technique may be 
more useful than other variants because eye movements confirm to the 
therapist that distraction is ongoing whereas if patients cease to be engaged 
during other distraction tasks (e.g. gazing at a blinking light) this is not usually 
obvious. They also suggest that tracking a moving object may require greater
-106  -
attention than focusing on a fixed point. The studies by Andrade et a l (1997) 
appear to confirm this.
In summary, a number of studies suggest that eye movements are not essential 
for EMD (Sanderson & Carpenter, 1992; Boudewyns et a l, 1993; Bauman & 
Melnyk, 1994; Renfi-ey & Spates, 1994; Andrade et a l, 1997). However, some 
of these studies used subjects who did not have PTSD (e.g. Sanderson & 
Carpenter, 1992; Bauman & Melnyk, 1994; Andrade et a l, 1997). This may be 
important because there is evidence to suggest that personally relevant 
traumatic images respond best to EMD (Andrade et a l, 1997) because trauma 
related imagery may be processed along different neural pathways than other 
images (Rauch, van der Kolk, Fisler, Alpert, Orr, Savage, Fischman, Jenike & 
Pitman, 1996). This will be discussed shortly. Andrade er ar/. (1997) have 
demonstrated that other visual tasks concurrent with traumatic imagery can 
reduce the vividness and negative emotional tone of the trauma through 
competition for VSSP resources. It may be that the ‘Active Visual Attention’ 
(AVA) condition used as a control in the study by Renfiey and Spates (1994) 
was sufficient to load the VSSP to the point where no difference was seen 
between the AVA and EMD conditions. Thus, the literature would seem to 
indicate that whilst eye movements per se are not essential for EMD, tasks that 
result in VSSP loading may be. Further, eye movements may be more efficient 
in achieving this effect than some alternatives.
Possible Mechanisms for EMD
Developing a psychological model, to explain how EMD may be effective in 
the treatment of PTSD, depends upon understanding how trauma-related 
imagery is processed in the brain. Rauch et a l  (1996) used positron emission 
tomography (PET) to investigate the regional Cerebral Blood Flow (rCBF) 
changes associated with PTSD symptoms. Rauch et ah (1996) initially 
screened patients for physiological responsiveness. Eight patients (2 males and 
6 females) participated in the study. Each was assessed for comorbidity and a 
formal diagnosis of PTSD using the CAPS (Blake, Weathers, Nagy, Kaloupek,
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Klauminzer, Chamey & Keane, 1990), the Dissociative Experiences Scale 
(DES: Bernstein & Putnam, 1986), the civilian version of the Mississippi 
PTSD Scale (Keane, Cadell, & Taylor, 1988) and the Impact of Events Scale 
(lES: Horowitz, Wilner & Alvarez, 1979). Six patients were reported to have 
psychiatric comorbidity. Each patient was required to develop four scripts. 
Two of these related to either two separate aspects of a traumatic experience 
(for patients with single-incident trauma) or scenes from two different traumas 
(for patients with multiple-incident trauma). The remaining two scripts 
recorded involved personally neutral scenes (e.g. bmshing teeth). All scripts 
were 30 to 40 seconds in length. All scripts were audiotaped in a ‘neutral’ 
voice for playback during the experiment. Each patient was PET scanned 6 
times. On two occasions, the patients listened to the trauma-related audiotape. 
On two occasions they listened to the neutral recordings and on the final two 
occasions they listened to the neutral recording whilst clenching their teeth^. 
The order of presentation of the traumatic tapes and neutral tapes was counter­
balanced. The third condition always comprised the final two trials in the 
series. In addition to the PET scans, reactivity to the traumatic stimuli was 
verified by comparing heart rate, skin conductance and electromyography 
between the traumatic and neutral conditions. Patients were also required to 
offer subjective ratings of various emotions (e.g. guilt, fear, anxiety, sadness 
etc.) on 1 -  10 scales.
Rauch et al. (1996) found rCBF increases in the trauma versus neutral 
conditions in right-sided limbic and paralimbic stmctures and in the right 
visual cortex. Decreases in rCBF were noted in the left middle temporal cortex 
and the Broca’s area. The authors suggest that the preponderance of right brain 
asymmetry associated with the traumatic stimuli is suggestive of a functional 
asymmetry in the neural mediation of the PTSD symptomatic state. This 
observation taken with the finding that there is a concomitant decrease in 
rCBF suggests a limited semantic representation of the PTSD. The implication
 ^ This third condition was included to identify and eliminate extraneous pericranial muscle activity from the final 
results.
-108
is that traumatic memories may be processed along different neural pathways 
to other memories. Thus, re-experiencing phenomenon may comprise intense 
emotional experiences that accompany the activation of imagery in the right 
visual cortex.
Shapiro (1989b) suggested that traumatic overload produces a pathological 
neural change which blocks normal information processing, thereby 
preventing resolution. She explains the success of EMD in terms of a co­
ordination of cognition and pictorial image, which is facilitated by rhythmic 
bilateral saccades. She postulates that this may have the effect of restoring the 
balance between excitatory and inhibitory processes, reversing pathological 
neural alterations and allowing information processing to resolution. However, 
her model is little more than conjecture that lacks empirical support. As Dyck
(1993) points out,
"... because Shapiro’s theoretical claims remain somewhat amorphous, it is 
difficult to imagine quite how they could he tested” (p. 201)
Shapiro fails to explain the nature of the “pathology” in the neural system that 
she alludes to or how this could be “reversed”. Her notion that information 
processing normally progresses to “resolution” is equally puzzling. Finally, the 
study by R m chetal. (1996) challenges the suggestion of co-ordination 
between cognition and pictorial images, given the lack of implication of the 
frontal cortex or speech areas in the processing of traumatic memories.
Foa, Steketee and Rothbaum (1989) suggest that the resistance to treatment of 
PTSD might be, in part, due the fragmentation and complexity of typical 
traumatic memories, making them difficult to activate. Renfrey and Spates
(1994) suggest that during EMD patients are asked to attend to whatever 
memory fragments they can access without having to undertake the relatively 
complex task of trying to assemble the memory fragments. Thus attendance to 
limited traumatic stimuli may facilitate serial Pavlovian extinction memory by 
memory, in contrast to other exposure approaches where a multitude of 
different memories and traumata are elicited more or less at once.
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Renfrey and Spates (1994) suggest that, in this regard, the possible role of the 
distraction task requires further consideration. Shapiro (1991) has suggested 
that EMD owes its efficacy, in part, to the distraction provided by the eye 
movement task. There is evidence that variants of EMD utilising a distraction 
task do seem more successful than those that do not (e.g. Shapiro, 1989b; 
Boudewyns et al, 1993). As discussed, there is also evidence suggesting that 
the degree of VSSP is loading may determine the outcome 
(Andrade et a l, 1997).
Renfrey and Spates (1994) posit that the object attended to during the visual 
task may function as a safety signal. This suggestion is based on Gray's (1981) 
hypothesis that the absence of anticipated punishment acts as a reinforcer. 
Consequently, the brief exposure involved in EMD and the thought stopping 
element result in more constrained levels of anxiety. This allows the subject to 
confront the traumatic memory in relative safety. This controlled exposure to 
traumatic stimuli or “dosing” hypothesis awaits systematic research.
Dyck (1993) suggests that EMD can be explained in terms of conditioning 
theory. He argues that impressions of the traumatic event are associated with a 
conditioned anxiety response. Further, habituation fails to occur because all 
learning, other than escape/avoidance strategies, is interfered with by the 
anxiety response. The notion is that the conditioned stimulus (CS) is the input 
buffer (after Pearce, 1987) which includes cognitive self-statements about the 
trauma and contextual stimuli. Dyck suggests that it is not the traumatic 
situation itself that is important in PTSD but the person’s appraisal of extreme 
and unanticipated danger that cannot be coped with. It is this ‘conspectus’ that 
constitutes the UCR (i.e. an unconditioned emotional response of terror). Dyck 
explains EMD as a stimulus generalisation trial in which the original 
contextual cues of the trauma are replaced by restricted new buffer contents. 
Thus, when complete distraction occurs, the tracking exercise produces an 
extinction trial (CS - no US). When distraction is incomplete, it is often
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sufficient to prevent increasing stimulus similarity (which produces increasing 
anxiety) which is essentially response prevention. Finally, if distraction fails 
completely and the person is left with their thoughts of the traumatic incident 
then extinction occurs via a flooding paradigm.
Vaughan, Armstrong, Gold, O’Connor, Jenneke, and Tarrier (1994) propose 
that concentration on traumatic stimuli may reflect focused imaginai exposure. 
These authors liken EMD to an ‘hypnosis-like altered state of consciousness’ 
and postulate that this could aid self-induced suggestion. They also speculate 
that the stimulus of the therapist’s hand could elicit intense and persistent 
orientating responses that may facilitate learning.
Armstrong and Vaughan (1996) argue that Dyck’s (1993) model fails to 
explain the speed with which EMD can work. For example, in a study of 10 
patients, Vaughan, Wiese, Gold and Tarrier (1994) noted an average reduction 
in SUD score from 8.7 to 2.3 in 148 seconds. Vaughan and Tarrier (1992) had 
previously reported that exposure to audiotaped descriptions of trauma had 
taken several hours to achieve similar reductions. Thus, Armstrong and 
Vaughan (1996) rule out flooding or response prevention as probable 
mechanisms for EMD, leaving extinction following total attention to hand 
movements. They propose that the initial requirement for the patient to 
concentrate on the traumatic memory focuses attention on the trauma and 
heightens arousal. They suggest that this is a “preparatory set to respond”. 
Whilst highly primed to respond to trauma-related stimuli, hand movements, 
which they suggest have innate biological significance, elicit an intense 
orienting response (OR). They propose that this OR facilitates the input of new 
trauma-relevant information. Further, the OR’s effect in altering the patient’s 
neuronal model of the trauma is critical. Because the CS is not reinforced, 
coping is reinforced and the patient relaxes progressively. This alternative 
outcome as a consequence of the OR accounts for the rapidity of extinction 
according to the authors. Once the OR habituates, the therapist’s hand is no 
longer a useful signal for the traumatic memory and simply becomes a
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repetitive neutral stimulus resulting in tonic cortical inhibition; i.e. sleepiness. 
Armstrong and Vaughan (1996) report that, following EMD, patients often 
experience drowsiness.
Conclusions
As suggested at the outset, EMD comprises several components (Renfrey & 
Spates, 1994). Hence, the expectation of developing a single unifying theory 
maybe unrealistic. Nevertheless, research in recent years has revealed some of 
the important aspects of EMD as a treatment for PTSD. The work by Rauch et 
al (1996) suggests that intensely emotional and personal traumatic memories 
may be mediated by neuronal pathways in the limbic system and visual cortex 
in the right side of the brain with little or no reference to higher level frontal 
cortex or verbal centres. Further, to investigate these findings, 
neurophysiological research is required using larger numbers of subjects and 
comparing rCBF in PTSD to other anxiety-based disorders. One implication of 
this research is that EMD may be effective by virtue of being a largely non­
verbal technique. Consequently, it may be more effective in modifying aspects 
of the PTSD experience than other more verbal treatments (e.g. psychotherapy 
or counselling). A further implication is that cognitive self-statements that 
have been assumed to be important in EMD, may be little more than a 
distraction device. The work of Andrade et a l (1997) seems to lend weight to 
this suggestion. They demonstrated that it is possible to reduce the vividness 
and negative emotional tone of an image by loading the VSSP. Loading the 
phonological loop (PL) added little to the effect. Andrade et a l (1997) also 
showed that their ‘treatments’ were most successful with personal traumatic 
memories. This observation taken with the evidence that traumatic memories 
may be processed differently to other memories (Rauch et a l, 1996) may 
explain why EMD analogue studies, that have employed subjects with 
examination anxiety or patients with difficulties other than PTSD, have 
yielded patchy or inconclusive results.
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These observations are not at variance with the conditioning theory proposed 
by Dyck (1993). Indeed, the decreasing vividness and negative emotional tone 
of the conditioned stimulus (CS), as a consequence of VSSP loading, may 
accelerate extinction. This may answer Armstrong and Vaughan’s (1996) 
concern that Dyck’s (1993) model failed to explain the rapidity of extinction in 
EMD. It might also be that the eliciting of an intense orienting response (OR) 
may also contribute to rapid extinction when the CS is not reinforced during 
EMD (and coping is reinforced). However, there is no evidence to suggest that 
the OR facilitates the input of new trauma-related information as suggested by 
Armstrong and Vaughan (1996).
On the basis of the literature reviewed in this paper, it is suggested that future 
research into the application of EMD in treating PTSD should focus on the 
systematic deconstruction of the EMD procedure, paying attention to 
alternative tasks that load the VSSP. It is also proposed that studies are 
required to address the relevance of the cognitive components of the 
technique, given that the studies by Rauch et a l (1996) and 
Andrade ûf/. (1997) suggest that these may be superfluous. Finally, studies 
that investigate the contribution of brain laterality to processing trauma-related 
memory may reveal invaluable insights into the neuronal pathways that might 
be targeted by future psychological treatments for the avoidance and intrusive 
aspects of the PTSD experience.
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Abstract
This study examines factors that might be important in predicting and 
understanding aggression on the locked ward of a psychiatric hospital. Four 
types of aggressive behaviour are considered. 51 male and 20 female patients 
thought to be a danger to others, or to themselves, or to have behavioural 
management problems were studied. Upon admission, each patient was 
assessed using a 22-item checklist devised by a psychiatrist and nursing staff. 
Patients’ aggressive behaviour was recorded using a modified version of the 
Overt Aggression Scale (GAS: Yudofsky, Silver, Jackson, Endicott & 
Williams, 1986). Psychological state was recorded using the SCL-90 Analogue 
(Derogatis, 1993).
Overall base rates for aggression were similar to those reported in the 
literature. For those females who were aggressive, there was a significantly 
higher incidence of aggression than in males. Male aggression was, however, 
more serious in nature when it occurred. Differences between the ways in 
which male and female aggression is perceived are discussed. The study also 
considers the role of demographic factors. In contrast to findings reported in 
the literature, these were found to be unimportant in predicting aggression. The 
highly selected nature of the ward population and the characteristics of a 
locked environment are considered in the discussion of these results.
Given the lack of validity of clinicians predictions of aggression reported in 
the literature, it was hypothesised that the factors clinicians assume to be 
important in predicting aggression on a locked ward would transpire to be 
based upon misassumptions. With the exception of ‘mania or hypomania’ and 
‘formal admission status’ none of the factors identified by a psychiatrist and 
psychiatric nurses were found to be predictive of aggression on the ward. The 
implications of these findings to risk assessment and the function of locked 
units are discussed. When formal diagnosis was considered, it was found that 
only bipolar disorder or hypomania was predictive of aggression. However, 
when psychological state was considered, it was found that aggressors had 
elevated psychoticism and paranoia scores at the time of their aggression. By
-123  -
contrast, self-aggressors were found to have elevated scores on the 
interpersonal sensitivity scale of the SCL-90 Analogue. Somatisation was 
unexpectedly found to be elevated in all aggressors.
The results are discussed in terms of the demand characteristics of locked 
wards. The notion that accurate risk assessment depends upon a careful 
consideration and description of the environment for which the prediction is 
being made is discussed. It is argued that medical models of psychopathology 
contribute little to valid prediction of aggression. It is suggested that future 
research focus on social-interactional and environmental models to explain 
aggression. Finally, it is concluded that the development of a method or 
instrument to predict aggression in the community may remain elusive for the 
foreseeable future.
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1. Introduction
We live in a world where there is, at least, the perception of increased 
aggression and violence. Further, the popular view is that when violence 
occurs, it must be related to mental instability or drug abuse. Whether this is 
actually the case is a matter of considerable debate. However, the development 
of ‘Care in the Community’ has resulted in increased fears about “dangerous” 
psychiatric patients roaming the streets when, previously, they had been kept 
secure in psychiatric institutions. This has been further strengthened by a few 
headline incidents where former psychiatric patients have, indeed, become 
involved in violence (e.g. the murder of Jonathan Zito by a schizophrenic 
patient, Christopher Clunis, at Finsbury Park Tube Station, London in 1994).
Violence in psychiatric hospitals has been recognised as a problem for at least 
the last century (Ekblom, 1970; Whittington, 1994). Surprisingly, it has only 
been in the last 20 years that the area has been researched at all. Further, it has 
been the last decade that has witnessed most of the high quality research into 
the prediction of aggression in psychiatric patients.
The issue of prediction is vast and it may well be that different methods are 
required for prediction about different situations. The research presented here 
is concerned specifically with the issues surrounding short-term prediction in a 
locked psychiatric unit of a small acute psychiatric hospital.
1.1 Defining “Dangerousness”
The fundamental question that mental health workers are asked when 
decisions are being made about the management of psychiatric cases is 
whether the patient is dangerous or not. Unfortunately, the term 
“Dangerousness” has not been without its problems. For example. Brooks 
(1978) points out that the legal definition of “dangerousness” confounds two 
distinct variables, namely; the type of event being predicted and the likelihood 
of that event occurring. Monahan and Steadman (1994) suggest that for the 
purposes of research the National Research Council’s (1989) guidelines should 
be used. These recommend that “dangerousness” should be disintegrated into
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three component parts: “risk factors,” the variables that are used to predict 
violence; “harm,” the amount and type of violence being predicted; and “risk 
level,” the probability that harm will occur. Gottfredson and Gottfredson 
(1988) suggest that the harm being predicted be scaled in some way rather than 
simply treating it was a dichotomous variable (i.e. “harm” versus “no harm”). 
Further, Monahan and Steadman (1994) suggest that “risk” should be treated 
as a continuous probability statement rather as a dichotomous variable (e.g. 
“risk” versus “no risk”). They also suggest that risk levels vary over time and 
context. Thus, predictions should state these conditions clearly.
1.2 Violence in Psychiatric Settings
1.2.1 The growing problem of violence in psychiatric hospitals
In research for the Home Office, Walmsley (1986) documented a 52% increase 
in violence against the person in Britain between 1974 and 1984. This increase 
in violence in general has been paralleled by a concomitant increase in 
aggression in psychiatric hospitals (Hodgkinson, Mclvor & Phillips, 1985; 
Haller and Deluty, 1988; James, Fineberg & Shah, 1990).
Studies indicate that about 10-12% of psychiatric patients have physically 
assaulted other persons at least once before hospitalisation (Craig, 1982; 
Haller & Deluty, 1988; Rossi, Jacobs, Monteleone, Olsen, Surber, Winkler & 
Womack, 1986). Base rates of 15-30% for patients having committed physical 
assaults in hospitals are frequently reported (Karson & Bigelow, 1987; 
Pearson, Wilmot & Padi, 1986). However, the term “physical assault” needs to 
be carefully defined before any meaning can be attached to such statistics. For 
example, according to the law, one individual spitting at another can be 
considered assault whereas in studies of assault and aggression, such 
behaviour may not be rated as a physical assault at all. Klassen and O'Connor
(1990) report that 25-30% of psychiatric patients considered to be potentially 
aggressive were arrested or readmitted because of aggressive behaviour after 
release. Again, there is a need to carefully define “aggression” prior to 
publishing such statistics.
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1.2.2 The relationship between risk of violence and psychopathology
A number of authors argue that patients with psychotic symptoms present an 
increased risk of violent behaviour compared to other people (Swanson, 
Holzer, Ganju & Jono, 1990; Monahan, 1992; Link, Andrews & Cullen, 
1993).
However, Whittington & Wykes (1996) are critical of the assumption that a 
diagnosis of psychopathology is, in some way, a satisfactory explanation for 
the established link between increased violent behaviour in psychiatric 
patients. Indeed, other authors suggest that schizophrenic patients may be less 
violent than non-deluded patients (Harris & Rice, 1994; Gardner, Lidz, 
Mulvey & Shaw, 1996).
Monahan (1992) suggests that patients with a diagnosis of schizophrenia do 
present a greater risk of aggressive behaviour than others in the community but 
that this risk is associated specifically with acute psychosis rather than being 
related generally to the diagnosis of schizophrenia. Other authors offer support 
for the notion that there is an association between delusion and hallucinations 
and a tendency towards aggressive behaviour (Noble & Roger, 1989).
1.2.3 Alternatives to the medical model of violence in psychiatric patients
Whittington and Wykes (1996) suggest that the relationship between acute 
psychosis and aggression has been reasonably well established but that the 
pathway by which mental disorder leads to aggression has yet to be fully 
explored. They are critical of the majority of research to date that adopts a 
more medical model approach to the study of aggression in the identification 
of clinical and demographic characteristics that might indicate the occurrence 
of aggressive behaviour. They take issue with the notion that aggression in 
psychiatric patients is viewed as “the spontaneous manifestation of underlying 
pathology” (p. 12).
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Whittington and Wykes (1996) warn that such a view was discredited 24 years 
ago in the classic study by Rosenhan (1973) in which the behaviour of ‘stooge’ 
patients admitted with a diagnosis of schizophrenia came to be (mis) 
interpreted in terms of the diagnosis. Thus, one of the planted patients took to 
openly writing notes about the ward in the presence of staff and duly had the 
poignant remark that he engaged in obsessive writing behaviour entered into 
his notes.
Consequently, Whittington and Wykes (1996) suggest that there might be far 
more to be learned about aggressive behaviour in psychiatric patients by 
studying aggression in ‘normal’ people. In particular, they assert that violent 
behaviour is a reaction to external events mediated by a variety of different 
cognitive processes. The authors’ study, based upon Geen’s (1990) model of 
affective aggression, sought to examine whether explanations of aggression in 
‘normal’ people could be used to explain violence in psychiatric settings. They 
hypothesised that violence in psychiatric patients would have been preceded 
by some form of aversive stimulus (e.g. frustration, a demand for activity or 
physical contact). They suggest that even high quality psychiatric care will 
inevitably involve the staff doing things to patients that may cause frustration 
(e.g. preventing a suicidal patient from leaving the ward), may be perceived as 
a physical attack (e.g. restraining a paranoid patient to prevent him doing 
damage to himself or others) or may even cause pain (e.g. administering an 
injection). Whittington and Wykes (1996) also cite the work of Depp (1983) 
who indicated that ‘activity demand’ (i.e. that the requirement for activity by 
the patient at certain times of the day) may precipitate violence.
Whittington and Wykes (1996) examined the precursors to assaults by 
psychiatric patients on nursing staff using semi-structured interviews. Of the 
100 consecutive violent incidents that occurred over a 14 weeks period, 63 
incidents were chosen for inclusion in the analysis on the grounds that the staff 
involved were interviewed within 72 hours of the incident. In 37% of cases, a 
second nurse who had witnessed the incident was interviewed to assess the 
reliability of the original interview information. The study indicates that 86%
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of assaults were carried out immediately after the assaulted nurse had 
delivered an aversive stimulus to the patient. Although the results also 
indicated that there was a relationship between diagnosis and the likelihood of 
an aggressive incident occurring in the absence of an aversive stimulus, the 
numbers of patients in each diagnostic group were small. For example, seven 
of the 16 assaults committed by patients with a diagnosis of schizophrenia did 
not follow an identified aversive stimulus. However, the same patient 
committed all seven of these assaults. Thus, it is possible that the study was 
somewhat prone to Type I error.
Interestingly, there were significant differences between the nature of the 
aversive stimulus that resulted in an aggressive incident depending on the 
diagnostic category of the patient. Thus, 67% of the assaults carried out by 
manic depressive patients followed a directive statement by the staff compared 
to 31% for schizophrenic patients and only 7% for patients with Organic Brain 
Syndrome. Hence, there may be an interaction between diagnosis and the risk 
of violence mediated by specific types of interactions with the patient.
The Whittington and Wykes (1996) study demonstrates that inter-personal 
factors and situational variables are of major importance in explaining 
aggression in psychiatric patients. Their study is also a sobering reminder that 
the field of abnormal psychology would be well advised to examine ‘normal’ 
behaviour when developing theories for behaviour in ‘abnormal’ populations. 
Unfortunately, although the study allows us to take steps to reduce aggression 
on psychiatric wards (through, for example, staff training or the identification 
of the staff members most likely to deliver aversive stimuli to patients through 
inappropriate interactions) it does not allow us to deal with the increasing 
demand to predict aggression. The plain fact of the matter is that there is an 
increasing pressure and expectation that mental health professionals should 
make accurate judgements about the risk that psychiatric patients pose to 
themselves and to the community as a whole.
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1.2.4 The Need to Predict Violence in Psychiatric Settings
The ability to accurately predict violence in psychiatric inpatient situations is 
important for several reasons. Violence is one of the most common causes of 
staff injury (Carmel & Hunter, 1989). Further, McNiel, Binder and Greenfield
(1988) suggest that it is an important predictor of the length of stay in hospital 
and, of course, may be considered important in judicial reviews where civil 
commitment proceedings may be instigated. Further, these authors suggest that 
staff injuries are most likely to occur during the first few days of patient 
hospitalisation before treatment is stabilised and the staff and patient have 
become familiar with each other. Attempts by mental health professions to 
absent themselves firom making risk decisions, on the grounds that we are not 
very good at it, has been rejected by the courts in the United States and 
recently reinforced in British law with the advent of the ‘At Risk Register’.
Unfortunately, to date, research has failed to find a single variable, instrument 
or method with consistently high predictive validity (Bjorkly, 1995).
1.2.5 Methodological Difficulties In Predicting Violence in Psychiatric 
Settings
There are a number of difficulties in assessing the accuracy of prediction. One 
of the key difficulties in this area of study is that clinicians are required to 
intervene to prevent violent episodes when these are expected. In so far as they 
are successful in doing this, the result of the assessment of the accuracy of 
their predictions is, inevitably, a false positive. McNiel & Binder (1994) 
suggest that one way around this methodological difficulty is to study milder 
forms of behaviour that typically precede more serious violent incidents.
Werner, Yesavage, Becker, Brunsting and Isaacs (1983) suggest that milder 
forms of aggression such as verbal threats and damage to property frequently 
precede physical assaults and can be used as a marker for assaultive behaviour. 
Tardiff (1984) suggests that such milder forms of aggression typically precede 
the staff activating preventative measures such as increased medication, 
restraint or the use of seclusion. However, Whittington and Wykes (1992) 
carried out observations of the level of verbal hostility and physical contacts
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between patients and nurses and noted that verbal hostility was about twice as 
likely during periods which remained non-violent than during those periods 
that resulted in physical assault. Although they acknowledge that this might be 
accounted for by methodological differences between the two studies from 
which these data were derived, they also suggest the interesting possibility that 
verbal aggression decreases in potentially violent situations because of an 
awareness of its provocative nature. Thus, there is a pressing need to examine 
the frequently made assumption that aggression comprises a continuum with 
verbal aggression at the lower end and aggression against other people at the 
other.
1.3 Approaches to the Study of Risk
Studies of aggression in psychiatric patients have relied on a number of 
different theoretical perspectives. These have included;
1. Personality Trait Models (Hogan, De Soto & Solano, 1977)
2. Psychodynamic Models of Personality Development (Furst, 1972)
3. Situational Models (Durivage, 1989)
4. Interactional Models (Monahan, 1988)
Research on the prediction of aggressive and dangerous behaviour has usually 
concentrated on: clinical assessment (Klassen & O'Connor, 1989; Werner & 
Meloy; 1992), demographic data (Convit, Isay, Gadioma & Volavka, 1988; 
McNiel & Binder, 1991), and a variety of assessment measures such as self- 
report scales, projective assessments and observer-rated scales (Menzies, 
Webster & Sepejak, 1985; Palmstiema, Lassenius & Wistedt, 1989). Bjorkly 
(1995) suggest that postdictive studies examining the relationships between 
various psychological tests and demographic variables in relation to aggression 
are the most common. Bjorkly’s review of prospective prediction yielded only 
seven studies in this area, although his definition of violent behaviour was 
limited to physical assaults.
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Monahan and Steadman (1994) suggest that studies of risk may address three 
distinct aspects of risk assessment (which are represented diagrammatically in 
Figure 1 (after Monahan & Steadman, 1994; p. 3)).
Risk Factors
Judgement: 1 6 Criterion:Clinical
I ------------------ ^
Violent
prediction behaviour
----------------------------- -----------------------------1»
Figure 1: Approaches to the study of risk
They suggest that the relationship between cues or “risk factors” and 
judgement or “clinical prediction” can be studied. Alternatively, the 
relationship between judgement and criterion or “violent behaviour” can be 
examined. Finally, they indicate that some studies concern themselves with the 
relationship between judgement and criterion.
1.4 Studies Concerning the Relationship between Cues and 
Judgement
Studies concerning the relationship between cues and judgement essentially 
examine clinical decision-making.
Werner, Rose, Yesavage and Seeman (1984) asked experienced psychiatrists 
to estimate the likelihood of admitted patients committing a violent act within 
the first week of hospitalisation based on scores on the Brief Psychiatric 
Rating Scale (BPRS) and file information about whether violence was a 
precipitating event prior to admission. Their study suggested that a hostile and 
agitated presentation accompanied by paranoid ideation and a previous history 
of assaultive behaviour indicated an increased risk of aggression on the ward.
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Segal, Watson, Goldfinger and Averbuck (1988a, b) used the Three Ratings of 
Involuntary Admissibility (TRIAD) to rate clinician evaluations of 251 cases 
in a psychiatric hospital emergency room. Each clinician was also asked to 
make a global rating of patient dangerousness. They recorded strong 
correlations between dangerousness ratings, irritability and impulsivity. They 
also noted moderate relationships between dangerousness ratings and thought 
disorder as well as weaker, but significant, associations with impaired 
judgement and behaviour, and inappropriate affect.
The current author argues that the relationship between cues and judgement is 
a critical area for study given that routine decisions about the dangerousness of 
patients are made upon this basis. Clinicians value their experience in making 
such judgements and will base whole treatment packages and approaches on 
the basis of their decisions. However, if experienced clinicians make 
judgements about dangerousness based upon false assumptions, then it follows 
that the treatment that follows will be misguided. Further, if a patient is 
predicted to be aggressive then steps are taken to minimise the risk of the 
behaviour actually occurring. If, subsequently, no aggression is seen then the 
clinician’s judgement and precautionary behaviour will have be positively 
reinforced even if there was no objective reasons for the clinician’s actions in 
the first place. The implication of this is that clinical myths regarding the 
factors that predict aggression will be perpetuated. Thus, in developing an 
effective risk assessment strategy it is essential to ensure that the factors that 
clinicians believe are related to aggression have a strong empirical basis.
1.5 Studies Concerning the Relationship between Judgement and 
Criterion
Studies Concerning the Relationship between Judgement and Criterion 
essentially examine the issue of clinical prediction. In other words, studies in 
this category are concerned with the degree to which clinician’s make accurate 
predictions about the occurrence and non-occurrence of aggressive behaviour.
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During the 1970's, the issue of prediction of aggression in psychiatric patients 
became very important in the USA owing to the increased prevalence of rapid 
discharge and community treatments and also because of the number of court 
decisions that stressed the liability of psychiatrists in risk management. At this 
time several authors considered that it had been scientifically established that 
such prediction was impossible (e.g. Rosen, 1954; Dershowitz, 1969; Kress, 
1979). Beck (1985) suggests that even when strong predictive instruments are 
developed, the low baseline rates of the criterion behaviour are such that 
prediction becomes difficult purely for statistical reasons.
Early studies of the prediction of dangerousness were based upon patient or 
prisoner natural release. These studies evaluated the accuracy of predictions of 
dangerousness made by clinicians and concluded that clinician’s judgements 
were no better than chance (Steadman & Cocozza, 1974; Thomberry & 
Jacoby, 1979). A series of studies in the 1970s reported that at best clinicians 
are twice as likely to be inaccurate as accurate when predicting whether a 
patient in the community would be violent. Sepejak, Menzies, Webster and 
Jensen (1983) followed up on pre-trial predictions of dangerousness made by 
clinicians on a sample of 408 defendants. Over a two-year period, 39% of 
those judged to be medium or high in likelihood of committing violent 
offences were reported to have committed “dangerous acts” during the period.
However, there are considerable difficulties in assessing the reliability of 
research results because acts of violence are often poorly recorded within the 
institutional settings in which studies have taken place and because it is 
difficult to know whether or not violence has taken place after inmates and ex­
patients are discharged into the community. For example, it is very difficult to 
accurately observe and quantify violent acts in the community, particularly if 
the patient concerned lives on his/her own. In these circumstances, it is only 
extreme acts that precipitate police involvement or injmy requiring 
hospitalisation that are likely to come to the attention of researchers. 
Apperson, Mulvey and Lidz (1993) also point out that the studies deal with a
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low base rate behaviour in one context from which predictions are made about 
the likely occurrence of behaviour in a completely unrelated context.
One way around the methodological concerns raised by earlier studies has 
been to develop methods of making short-term predictions that avoid the 
complexities of post-discharge community follow-ups. Although this may be 
seen by some as ‘backing away’ from the problem, it would seem to make 
more sense to develop our knowledge base and predictive accuracy in a 
controlled setting where we can have confidence in the validity and reliability 
of the data before venturing into predictions in the immeasurably more 
complex environment of the community. Further, the prevention of violence to 
other patients and staff is a perfectly legitimate aim in its own right.
Unfortunately, early studies that restricted prediction to the short-term within 
institutional settings were not particularly encouraging. For example Werner, 
Rose, Yesavage and Seeman (1984) compared psychiatrists’ predictions of 
violence with actual incidents recorded in the nursing notes for the first week 
following admission and found a non-significant correlation of 0.14. 
Palmstiema and Wistedt (1989) suggest that aggression in in-patient settings is 
more frequent and thereby more likely to be accurately predictable. Rofinan, 
Askinazi and Fant (1980) reported that 41% of an involuntarily admitted 
sample of patients displayed aggressive behaviour within 45 days of 
admission.
In a study of the first week following hospitalisation, McNiel and Binder
(1991) asked nurses to rate the likelihood of violent behaviour into three 
categories; 0 - 33%, 34 -66% and 67 - 100%. Of the patients placed in the first 
category, 10% were judged to have committed a violent act. 24% and 40% of 
patients in the second and third categories, respectively, were considered to 
have committed violent acts in the first week. The authors noted that 
predictions made by staff physicians were less valid than this.
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Lidz, Mulvey and Gardner (1993) studied the accuracy of clinicians in 
predicting violence in psychiatric patients. They were also interested in 
determining if clinicians could predict violence when variation in rates 
attributable to age, race and sex were controlled.
The authors asked nurses and psychiatrists in a psychiatric emergency room to 
assess potential dangerousness of psychiatric patients to others. The authors 
followed the progress of two samples of psychiatric patients, matched for age, 
sex, race and admission status in the community for 6 months. The first group 
of 214 patients included individuals assessed by the psychiatric emergency 
department clinicians as likely to be violent to another person during the 6- 
month period. The comparison group (for whom there was no concern about 
violence) was matched for age, sex, race and admission status. Patients’ self 
reports of violent incidents and a collateral person’s views as well as official 
records served as outcome measures. Scores for both groups were summed to 
generate a score o f ‘0 -10 ’.
Lidz, Mulvey and Gardner (1993) report that violence during the follow up 
period occurred in approximately 45% of sample overall. Violent incidents 
occurred in 53% of the predicted group compared with 36% in the comparison 
group. They found no significant effects of age or race. Predictions about male 
patients were significantly better than chance (regardless of whether there had 
been a past history of violent behaviour). Interestingly the incidence of 
violence amongst female patients was higher than for male patients (49% 
compared with 42%). Clinicians had predicted that 45% of males would 
commit a violent act whereas they had expected only 22% of females to do so. 
Predictions of violence in the female patients in the sample were no better than 
chance.
Patients in the predicted group were over-represented in that they were of the 
age, sex and race about which the staff was most concerned. Schizophrenic 
patients were found to be less violent in both groups. Personality disordered 
patients were found to be more violent in the predicted group than in the
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comparison group. Although predictive accuracy was statistically significant 
(p < .001) there is clearly substantial room for improvement.
The authors concluded that the level of patient violence reported using self- 
report and collateral reports was higher than obtained using other methods. 
They found that clinical judgements added to predictive accuracy but that the 
overall level of accuracy was modest and particularly low for females. When 
patient history was used as a predictor, sensitivity^ increased but specificity^ 
was weaker. Predictive accuracy was better than chance even when not 
predicting on the basis of history, age, race or sex. They suggest that 
predictive accuracy could be improved by identifying reliable cues and training 
clinicians.
The study by Lidz, Mulvey and Gardner (1993) stands out as a rare example of 
research into predicting violence in the community whereas most studies have 
focused on predicting institutional violence.
In a review of five papers studying the effectiveness of clinical prediction, 
Monahan (1981a) concluded that Psychiatrists and Psychologists were not 
likely to accurately predict violent behaviour more than 33% of the time in an 
institutionalised population of psychiatric patients who had a past history of 
assaultive behaviour and were diagnosed as mentally ill. Somewhat 
depressingly, this is actually worse than chance.
Indeed, Lidz and Mulvey (1995) cite the work of Saleem Shah (1975) in 
arguing that it is wrong of the courts to expect clinicians to make predictions 
about the dangerousness of psychiatric patients especially given the scientific 
evidence which suggested that such predictions were unacceptably inaccurate. 
Shah was so concerned about the difficulties of predicting dangerousness 
accurately that he wrote;
 ^ The sensitivity o f  the prediction is the probability that the test will give a positive result when the patient does later 
become violent.
2
The specificity o f  the prediction is the probability that the test will be negative when the patient later does not 
become violent.___________________________________________________________________________________________
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In the view o f  the very vague definitions o f ‘‘dangerousness, ” the very 
low predictive accuracy and the glaring overpredictions o f such 
behaviour, and the involuntary and indeterminate loss o f  liberty that 
follows civil commitment, the labelling o f  the mentally ill as dangerous 
could itself be regarded as a rather dangerous activity.
(Shah, 1975p. 505)
However, Lidz and Mulvey (1995) point out that the American Courts were 
unwilling to accept such an abolitionist position and throughout the 1970’s and 
1980’s upheld the legitimacy of mental health professionals making decisions 
about dangerousness. The current author would argue that the advent of such 
devices as the “At Risk Register” suggests that the position in the United 
Kingdom is little different today.
Unfortunately the conclusion of many publications is that the record on the 
prediction of violence has been poor, especially when those predictions have 
been long term (Ennis & Litwack, 1976; Faust & Ziskin, 1988; Monahan, 
1978).
1.6 Studies Concerning the Relationship between Cues and Criterion
Numerous studies have attended to the relationship between specific cues or 
risk factors and the actual occurrence of violent behaviour (e.g. Convit, Jaeger, 
Lin, Meisner & Volavka, 1988; Craig, 1982; Tardiff & Sweillam, 1982; Rossi, 
Jacobs, Monteleone, Olsen, Surber, Winkler & Womack 1986). Central to 
these actuarial approaches is the correlation of one or more predictor variables 
(e.g. demographic variables, psychometric test scores, diagnosis etc.) with 
actual occurrences of the criterion behaviour. Additionally a number of 
innovative statistical analyses have either been developed or modified to assist 
with the identification of useful factors. A representative selection of these 
studies is reviewed here.
Several authors have suggested that the accuracy of violence risk assessment 
could be improved by the incorporation of actuarial methods in the decision
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making process (Brizer & Crowner, 1989; Monahan, 1988; Moore, 1996). 
Karson and Bigelow (1987) found that in a sample of schizophrenic patients 
for whom neuroleptic medication was not working, assaultive patients tended 
to be younger and have a history of prior violence. Convit et al. (1988) found 
that neurological abnormality, previous violent crime, previous suicide 
attempts and a deviant family environment in childhood all indicated violent 
behaviour during in-patient treatment. Palmstiema, Lassenius and Wistedt
(1989) found that variations in scores of anxiety, hostility and grandiosity on 
the Brief Psychiatric Rating Scale (BPRS) explained 49% of the variation in 
aggressive behaviour during the first 8 days of hospitalisation. This would 
seem to support the findings of Tanke and Yesavage (1985) that high scores on 
the BPRS clustered on hostility and suspiciousness and were related to 
aggressive behaviour.
Palmstiema and Wistedt (1989) suggest that different risk factors may apply to 
different contexts and each of these needs to be investigated. Further, they 
suggest that reporting of aggressive behaviour varies considerably from one 
study to another (making comparisons difficult) and that it is conceivable that 
the definition of aggressive behaviour might even change within a longer-term 
study.
Palmstiema and Wistedt (1989) attempted to relate aggressive behaviour to 
accessible data on risk factors for a population of 105 patients from an acute 
involuntarily admitted psychiatric population. The patients in the study had a 
variety of different diagnoses including schizophrenia/schizophreniform 
psychosis, schizoaffective psychosis, mania, unspecified psychosis, borderline 
personality disorder, major depression, organic brain syndrome, alcohol abuse 
and non-psychotic diagnoses.
The authors attempted to identify easily accessible risk factors that would not 
require extensive interviews with patients or collaterals in order to be obtained. 
This addresses the issue indicated by Haller and Deluty (1988) that some 
‘predictors’ of assault might only be discovered after lengthy interviews 
following an assault.
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Data relating to the risk factors were collected as soon as possible after 
admission but always within 5 days. Kroll and McKenzie (1983) chose factors 
on the basis of those identified in the review. The risk factors were also 
relatively easy to obtain information about and were all dichotomous in nature 
(i.e. the risk factor was either present or it was not). A total of 12 factors were 
chosen including;
Unemployed
Does not have own residence (i.e. sheltered living)
Poor compliance 
Alcohol abuse 
Abuse of other drugs
Suspected or verified organic brain syndrome 
Suspected or verified subnormal intelligence 
Conviction for violent crime
Known previous damage to property or physical attacks on another person 
earlier (>1 month before actual admission)
Recent damage to property (within 1 month before admission)
Recent physical attacks on another person 
Recent ideas of persecution.
The presence or absence of each of the risk factors was determined using 
patient records, ward certificates and reports fiom relatives or police (if these 
were available).
All incidents of aggressive behaviour were collected over a 28-day period 
using the Staff Observation Aggression Scale (SOAS: Palmstiema & Wistedt, 
1987). In their study, aggressive incidents were only included in the analysis if 
the incident resulted in physical injury or pain with a minimum duration of 10 
minutes.
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The choice of statistical analysis used by Palmstiema and Wistedt was, as will 
be seen below, somewhat curious. They elected to use multiple regression in 
order to determine the influence of age, sex and risk factors on aggressive 
behaviour over two separate time frames (i.e. 8 days and 28 days). They 
suggest that all data of at least ordinal type were ranked before being entered 
into the regression model in accordance with a procedure by Conover and 
Iman (1981).
During the first 8 days, 38 incidents occurred of which only 14 met the 
specified criteria for seriousness. The incidents were all carried out by 13 of 
the 105 patients in the sample. During the 28-day period, 46 incidents occurred 
that were carried out by 29 of the 105 patients. 20 of these incidents, carried 
out by 17 patients met the criteria for seriousness. They also found that women 
in their sample tended to be more aggressive than men (contrary to the usual 
view but supportive of the later findings of Lidz, Mulvey & Gardner (1993)).
The authors found that only one predictor (i.e. known previous damage to 
property or physical attacks on another person earlier (>1 month before actual 
admission)) significantly correlated with the number of more serious incidents 
over the 8 day period. Over the 28 day period only ‘known abuse of dmgs 
other than alcohol’ significantly predicted more serious aggression.
The authors conclude that risk factors are of limited value in predicting 
violence in psychiatric settings. They suggest that it is only the sensitivity of 
the multiple regression model that allows anything of significance to be 
detected. They also point out that the time frame for prediction is important 
with different risk factors possibly predicting different outcomes over different 
time periods.
A variety of multivariate analysis techniques have been utilised to isolate the 
variable most commonly associated with risk of violence (e.g. Convit, Jaeger, 
Lin, Meisner & Volavka, 1988; Klassen & O'Connor, 1990; McNiel, Binder & 
Greenfield, 1988). McNiel and Binder (1994) point out that these models have
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been limited by either excessive mathematical complexity (making routine 
clinical use impractical) or the resultant model requiring extensive information 
about the patient that may not be available at the time of admission (i.e. at a 
point when the patient's potential for violence is greatest).
Bjorkly (1995) suggests that age, race, gender and diagnosis are the most 
frequently studied demographic correlates of aggression although they are 
rarely used in prediction studies. McNiel, Binder and Greenfield (1988) found 
that gender (female), marital status, (married), diagnosis (mania) and an 
absence of prior suicidal behaviour were positively associated with violence 
on a psychiatric ward.
McNiel and Binder (1994) combined clinical judgement and previous research 
in selecting variables and weights in the development of a checklist that could 
be used in the psychiatric emergency room to predict inpatient aggression. 
They selected the following 5 ‘predictors’ for their checklist.
1. History of physical attacks or fear inducing behaviour within 14 days of 
admission.
2. Absence of suicidal behaviour (attempts, gestures or threats) within 14 
days of admission.
3. Schizophrenic or manic diagnosis.
4. Male gender.
5. Currently married or living together.
A positive answer received a score of ‘ 1’ whilst a negative answer was scored 
as ‘O’. The sample used comprised 338 patients admitted to a locked inpatient 
psychiatric unit. Actual aggressive behaviour was assessed using the Overt 
Aggression Scale (GAS: Yudofsky et a l, 1986). The staff members who 
completed the GAS were unaware of the predictions made using the screening 
checklist. The optimum cut-off score for the screening checklist was
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determined through analysis of Receiver Operating Characteristic^ curves 
(Mossman & Somoza, 1991) against a 238 patient calibration sample. From 
this analysis, a score of 2 or less was determined to represent a low risk of 
violence whilst a score of 3 or more was considered to represent a high-risk 
classification.
Gardner, Lidz, Mulvey and Shaw (1996) compared a regression-based method 
with a simpler regression tree method of predicting violence. A regression tree 
is based upon a flow-chart in which clinicians make simple yes/no decisions in 
order to progress towards an overall prediction of violence. In their research, 
they decided upon a two-stage screening process whereby extensive screening 
was only applied when information routinely collected by the hospital 
indicated a need. The decision to use a two-stage model was motivated by the 
need to ensure that the prediction approach was cost effective. In their study, 
54.8% of patients were found not to be violent. However, the most violent 5% 
of the sample accounted for 45% of all incidents.
Using the Classification and Regression Trees algorithm (CART; see Breiman, 
Friedman, Olshen & Stone, 1984; Clark & Pregibon, 1992; Efron & 
Tibshirani, 1991) a decision-tree was generated on an actuarial basis. The 
criterion for violence was the number of incidents per month. The first node on 
the tree asked whether patients scored more than 2 on the ‘Hostility’ 
dimension of the Brief Symptom Inventory (BSI: Derogatis & Melisaratos, 
1983). For those patients who qualified, the next asked was whether they had 
committed more than 3 previous violent acts. Those who qualified were 
assigned to Class 5; those who did not were assigned to Class 2. For those 
patients who scored 2 or less on the BSI, patients younger than 18 were 
assigned to Class 4. For those older than 18 and scoring less than 2 on the BSI 
Hostility dimension, the question of whether they were heavy drug users or not 
was asked. Casual drug users older than 18 and having a BSI Hostility score of 
less than 2 were assigned to Class 1 whilst heavy drug users, older than 18 
with a BSI Hostility score of less than 2 were assigned to Class 3. Class 1
 ^ This analysis is a mathematical development o f  signal-detection theory.
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patients were considered to represent the lowest risk while Class 5 were 
considered to represent the greatest risk.
Gardner et a l (1996) compared their Regression Tree (RT) method with 
Negative Binomial Regression (NBR) screening and found that the sensitivity 
and specificity were similar when a cut-off of 0.8 incidents per month was 
used.
The authors suggest that both the RT and NBR methods would be too costly 
for use in the ‘emergency room’ situation as the BSI would have to be 
administered to each patient and interviewing about previous violent incidents 
and drug usage would also be required. Thus, using covariates available from 
patients’ clinical notes, they developed a further negative binomial regression 
model using age, number of previous violent incidents and thought disorder" .^ 
Interestingly, the authors found that thought-disordered patients were less 
violent than non-thought-disordered individuals (17.6% with one incident of 
violence during the last 4 months in the community, compared with 41.7% for 
non-deluded/schizophrenic patients) and that this covariant only became 
significant when both age and number of prior incidents were in the equation.
The literature suggests that the strongest predictor of assaultive behaviour is a 
past history of such behaviour (Blomhoff, Seim & Friis, 1990; Hall, 1987; 
Kroll & Mackenzie, 1983; McNiel, Binder & Greenfield, 1988; Rofinan, 
Askinazi & Fant, 1980). In a study of 357 pairs of patients (where one was 
judged by clinicians to be dangerous and the other not dangerous), Gardner et 
al. (1996) found that of the 25% of violent patients with the highest frequency 
of incidents, 41% had at least one incident of severe violence (defined as an 
incident involving weapons, rape, attempted homicide or an assault requiring 
medical treatment), whereas in the remaining 75% of violent patients, only 
24% had an incident this severe.
4
Thought disorder was coded ‘ T i f  the patient was delusional upon admission to hospital or had a diagnosis o f  
schizophrenia.
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Most importantly, the authors provide further evidence to support the assertion 
that actuarial methods are superior to clinical judgements and that it is quite 
possible to devise actuarial methods based on a simple yes/no list of risk 
factors. This increases the accuracy of prediction and introduces the possibility 
of a cost effective and practical method of predicting violence in psychiatric 
patients. Further, their research demonstrates that such simple approaches can 
produce results with regard to sensitivity and specificity that are comparable to 
far more complex regression models. Dawes (1979) has argued that less 
sophisticated models that utilise variables known to be the best predictors of 
violence often approximate the results of their more sophisticated counterparts 
with acceptable accuracy.
Mossman (1994) suggests that studies could be improved by providing 
accurate details about accuracy. He cites the example of using the percentage 
of patients committing violent acts as producing misleading conclusions when 
only 5% of the sample are actually violent. Thus, a clinician that always 
predicts ‘no violence’ would automatically be correct 95% of the time whereas 
the clinician who cautiously predicts 20% violence can be correct no more 
than 85% of the time. The fraction of correct predictions is one of the indices 
that fail to separate intrinsic ability to correctly predict violent subjects from 
the base rates of violence and clinician’s preferences about avoiding certain 
prediction errors.
Mossman’s (1994) review suggests that actuarial methods of predicting 
violence are far more accurate than clinical predictions. However, Gardner, 
Lidz, Mulvey and Shaw (1996) point out that despite this, actuarial methods 
are hardly ever used. They suggest that one reason for this is that the 
calculations that may be required to utilise such methods effectively may be 
difficult to understand and impractical to perform in the clinical setting. They 
also suggest that since the methodology will only apply to the minority of 
patients who are violent, the procedures are too costly to be realistically 
considered.
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1.6.1 Summary of the Findings with Regard to the Relationship between Cues
and Criterion
The following section represents a summary of the most typical findings in the
literature,
1. Base rates of 15-33% for patients having committed physical assaults in 
hospitals are frequently reported (Yesavage, Werner, Becker & Mills, 
1982; Werner, Rose & Yesavage, 1983; McNiel & Binder, 1987; Karson 
& Bigelow, 1987; Pearson, Wilmot & Padi, 1986; Janofsky, Spears & 
Neubauer, 1988; Kirk, 1989, McNiel & Binder, 1991; Apperson, Mulvey 
& Lidz, 1993). The mean reported base rate is 20%.
2. Assaultive patients tend to be younger in age, predominantly under 40 
(Aquilina, 1991; Karson & Bigelow, 1987; Swanson, Holzer, Ganju & 
Jono 1990)
3. Assaults against staff are most likely to occur during the first few days of 
hospitalisation prior to the stabilisation of treatment and before patients 
and staff have become familiar with each other (Binder & McNiel, 1988; 
McNiel, Binder & Greenfield, 1988).
4. The most violent acts in the psychiatric population tend to peak in the late 
20's age range compared to the general population in which the most 
violent acts tend to be committed by 18 year olds (Pearson, Wilmot & 
Padi, 1986; Tardiff, 1983; Tardiff & Koenigsberg, 1985).
5. Generally, males tend to be more aggressive than females (McNiel & 
Binder, 1994). More specifically, psychotic men tend to be more 
aggressive than psychotic women (Bomstein, 1985; Depp, 1983; 
Pearson e/ al\ Swanson et al., 1990) with repetitive aggression over long 
time periods being more likely to be committed by male psychiatric 
patients than women (Hodgins & von Grunau, 1986).
6. Males and females differ in both rate of aggression (Lidz, Mulvey & 
Gardner, 1993; McNiel, Binder & Greenfield, 1988) and predictability of 
aggression rate (Lidz, Mulvey & Gardner, 1993).
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7. There appears to be consistent evidence that mental disorder is a modest 
predictor of violence (Swanson et a l, 1990; Monahan, 1992; Link, 
Andrews & Cullen, 1993; Mulvey, 1994; Bjorkly, 1995; Whittington & 
Wykes, 1996). In particular, diagnoses of schizophrenia, substance abuse 
disorder and organic brain syndrome are more likely to result in aggressive 
behaviours. The combination of a serious mental illness and substance 
abuse increases the probability of assaultive behaviour further.
8. There is evidence to suggest that florid psychotic symptoms are more 
likely to be important as a risk factor than simply a diagnosis of illness 
(Noble & Roger, 1989; Bjorkly, 1995).
9. Manic depression is associated with aggressive behaviour (McNiel, Binder 
& Greenfield, 1988; McNiel & Binder, 1994; Whittington & Wykes, 1996)
10. Patients who are married or living with a partner are more likely to be 
aggressive than patients with other marital statuses (McNiel & 
Binder, 1994).
1.7 Methodological Issues in Short-Term Prediction
A  number of methodological difficulties exist when conducting short-term 
predictive studies. Frequently, involuntary admission by clinicians is used as a 
predictor of violent behaviour. Thus, if a clinician feels that a patient is 
potentially dangerous to others, admission follows utilising mental health 
legislation. However, using involuntary admission as a prediction criterion is 
inadequate since it does not define either the expected seriousness of the 
predicted assaultive behaviour or the frequency of that behaviour. Further, the 
relationship between the probability of the behaviour occurring and the 
admission decision may be tenuous. Thus, a clinician might force an 
involuntary admission of a patient because he fears the patient might commit 
murder even if the probability of such behaviour is low. The presence of risk, 
regardless of how large that risk is may be sufficient to force admission. 
Nonetheless, Apperson, Mulvey and Lidz (1993) report that formal admission 
status has most often been equated with a clinical judgement of the likelihood 
of violent behaviour.
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Apperson, Mulvey and Lidz (1993) also suggest that the selection of 
comparison group in the absence of proper control groups (which are 
understandably extremely difficult to produce) may substantially affect the 
results. In four studies, the incidence of assaultive behaviour reported in the 
comparison groups used ranged from 8.5% to 47.0% (McNiel & Binder, 1987; 
Yesavage, Werner, Becker & Mills, 1982; Rofrnan, Askinazi & Fant, 1980; 
Janofsky, Spears & Neubauer, 1988).
Apperson, Mulvey and Lidz (1993) cite numerous outcome measures that have 
been used in previous studies. These include counts of seclusions, restraints, 
assaults on persons and threats and other fear inducing behaviours. Again, 
there are difficulties in using such outcome measures. Many researchers have 
pointed out that record keeping of aggressive behaviours is poor. There is an 
under-reporting of incidents which results in false-positive predictions 
(Rofinan, Askinazi & Fant, 1980; Janofsky, Spears & Neubauer, 1988; 
Palmstiema, Lassenius & Wistedt, 1989). Further, seclusion and restraint, 
inevitably, results in the prevention of possible violence resulting in false- 
positive predictions. Observational research suggests that many assaultive 
incidents go unnoticed or unreported by the staff (Brizer, Crowner, Convit & 
Volavka, 1988).
Apperson, Mulvey and Lidz (1993) also suggest that that little attention has 
been paid to scales of violence. They suggest that these are often arbitrary and 
difficult to replicate. Thus, how does one define a behaviour as being violent? 
If ‘A’ hits ‘B’, is the act violent if ‘B’ is not hurt? What was ‘A’s’ intention in 
striking out at ‘B’? Does the force with which ‘A’ attempted to strike the 
blow count?
There are similar difficulties with the use of seclusion as an outcome measure. 
Does seclusion reliably suggest the prevention of an assault or does it relate 
more clearly to the perceived threat of assault. In other words, it is simply 
another prediction rather than an outcome. A further difficulty with using 
seclusion as an outcome measure is that many locked units consider its use 
inappropriate and unnecessary. For example, the unit the research reported on
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in this paper was carried out on have a seclusion room but have not used it in 
the last 18 months. This is in contrast to a time when the unit was sited at a 
different hospital and seclusion was used frequently.
There is also considerable disparity in the literature about what time-frame 
constitutes short-term prediction. This has varied from 72 hours (McNiel & 
Binder, 1987) to 45 days (Rofrnan et al., 1980). Apperson, Mulvey and Lidz 
(1993) showed that if the outcome time period for violent acts in their sample 
had been restricted to 72 hours, 7 out of 9 patients who were correctly 
predicted to show assaultive behaviour in the ward context would have been 
shown as false positives in the results.
1.8 Aims and Hypotheses of the Present Study
The present study has the following aims;
Aim 1:
To determine the base-rates for the four different types of aggression that are 
the subject of the study and compare these with rates reported in the literature.
To this end, the following hypotheses were tested;
(i) Base rates for aggression in psychiatric patients in this study will be 
broadly similar to those reported in the literature.
(ii) The rate of observed aggression in males will exceed that of 
females.
(iii) The intensity of observed aggression in males will exceed that of 
females.
Aim 2:
To determine the degree to which demographic factors are predictive of 
aggression on the ward.
To this end, the following hypotheses were tested;
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(i) Patients under the age of 40 are more likely to be aggressive than 
older patients are.
(ii) Patients admitted to the ward for the first time will be more 
aggressive than patients who have experienced previous 
admissions.
(iii) Patients admitted from another ward in the hospital will be 
significantly more aggressive than patients admitted directly from 
the community.
(iv) Patients who are married or who are living together are more likely 
to be aggressive than patients with alternative marital statuses are.
(v) Patients who are admitted to the ward because they are considered 
a danger to others will show significantly higher levels of verbal 
aggression, aggression to others and aggression to objects when 
compared with patients admitted for other reasons.
(vi) Patients who are admitted to the ward because they are considered 
a danger to themselves will show significantly higher levels of 
aggression against themselves when compared with patients 
admitted for other reasons.
Aim 3:
To examine the assumptions made by Psychiatrists and Psychiatric Nurses 
regarding those factors that are considered important in predicting aggression 
on a locked psychiatric ward.
In this regard, the following hypotheses were tested;
(i) There will be no relationship between those factors that 
Psychiatrists and Psychiatric Nurses assume will be predictive of 
aggressive behaviour and subsequent observed aggressive 
behaviour.
(ii) The factors considered important in predicting risk, as identified by 
psychiatrists and nurses, will fail to predict all four types of 
observed aggressive behaviour on all four levels of seriousness.
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Aim 4:
To examine the assumption made in the literature that patients with some 
diagnosed mental disorders, notably schizophrenia, substance abuse disorder 
and manic-depression are more likely to be aggressive than others.
To study this assumption, the following hypotheses were tested;
(i) Patients with a diagnosis of schizophrenia will be significantly more
verbally aggressive and will show significantly higher levels of 
aggression against objects and other people than patients with 
alternative diagnoses.
(ii) Patients with a diagnosis of substance abuse disorder will be
significantly more verbally aggressive and will show significantly 
higher levels of aggression against object and other people that 
patients with alternative diagnoses.
(iii) Patients with a diagnosis of bipolar disorder or hypomania will be
significantly more verbally aggressive and will show significantly 
higher levels of aggression against object and other people than 
patients with alternative diagnoses.
Aim 5;
To determine the degree to which aggression can be linked to current 
psychological state as opposed to general diagnosis.
To this end, the following hypotheses were tested;
(i) Patients observed to engage in verbal aggression, aggression against 
objects and aggression against others will also be observed to show 
higher levels of paranoid ideation and psychoticism on the SCL-90 
Analogue than patients who were not observed to engage in these 
three types of aggression.
(ii) There will be no difference in observed levels of paranoid ideation 
and psychoticism on the SCL-90 Analogue between those patients 
who engage in aggression against themselves and patient who do not 
engage in this behaviour.
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2. Method
2.1 Setting and Participants
The research was carried out on a locked unit at a small, district psychiatric 
hospital in the Black Country, West Midlands. Patients are admitted to this 
unit because they are considered a danger to others or to themselves, or are felt 
to have behavioural management problems making a stay on an open ward 
impractical. The average length of stay on the ward is 10 days with a modal 
stay of 7 days. Patients are usually admitted from and discharged back to one 
of the other wards in the hospital. However, on occasions, patients may be 
admitted directly from the community.
The ward, itself, accommodates a maximum of 10 patients. It is similar in 
design to other wards in the hospital except that it does have a double door 
‘airlock’ security system controlling entrance to or departure from the ward 
and a seclusion room (which is hardly ever used and, in fact was not used at all 
during the study).
The participants included all patients admitted between August, 1996 and 
March 1997. If a particular patient was admitted more than once during the 
study, only the first admission was included.
2.2 instruments and Measures
2.2.1 The W inderm ere Aggression Risk Assessment (WARA)
In order to study the factors thought to be important in the prediction of 
aggression by Psychiatrists and Psychiatric Nurses, the WARA was developed 
(see Appendix 1, page 226). Although some of the items on the WARA have 
been used in different studies in the past, the WARA comprises nearly twice as 
many items as any other factor list cited in the literature. The instrument was 
developed in consultation with the Ward Manager and a Consultant 
Psychiatrist responsible for the ward on which the research was carried out. 
Both had extensive experience of the ward. They were independently asked to
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list factors that they felt would be predictive of violent and aggressive 
behaviour on the ward. The only condition that was placed upon their selection 
of factors was that information for each factor should be readily available at 
the time of admission to the ward. The discussions resulted in 22 factors being 
put forward. These are listed in the table below;
Table 1: List o f  factors considered by a Consultant Psychiatrist and ward- 
based Psychiatric Nurses to predict aggression on the locked ward
Risk 1 Previous history of fear inducing behavioui'
Risk 2 Current substance abuse
R isks Obsessions
Risk 4 Compulsions
Risk 5 Impaired memory
Risk 6 Confusional state
Risk 7 Hallucinations
Risk 8 Delusions
Risk 9 Poor compliance with medication
Risk 10 Formal admission status
Risk 11 Previous convictions resulting in custodial sentence
Risk 12 Age below 30 or between 60 & 65
Risk 13 Hypomania or mania
Risk 14 Agitated presentation
Risk 15 Relatives in immediate family with history of psychotic disorder
Risk 16 Physically aggressive to other people or objects during event 
resulting in admission, on arrival or during admission
Risk 17 Ward more than 70% full
Risk 18 Psychopathic disorder
Risk 19 Verbally threatening during event resulting in admission, on 
arrival or during admission
Risk 20 Other family members have a history of violence
Risk 21 Poor/No English -  English as a second language
Risk 22 Sensory disability
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The list of factors was compiled into the Windermere Aggression Risk 
Assessment. The first section of the WARA includes biographical and 
demographic questions including the date and time of admission, psychiatric 
diagnosis according to DSM-FV (which was determined by the admitting 
psychiatrist), the reason for admission, whether the admission was a first or 
repeat admission, a brief description of the events preceding admission to the 
ward and whether the patient was admitted from another ward or directly from 
the community.
In order to maximise reliability, each risk factor on the WARA is treated as a 
simple dichotomous variable; i.e. the risk was judged as either present or not 
present. In addition to either placing a tick or cross next to each risk factor, the 
member of the staff completing the WARA was required to specify the source 
of information from which the decision was made. This allowed the 
researchers to assess whether the evidence to support the presence of a 
specified risk factor was adequate. For example; in response to risk factor, 
“Impaired memory”, evidence from a formal psychometric test of memory 
would be considerably stronger than a relative’s report that the patient seemed 
to be forgetful. For the purposes of the research, when there was any doubt 
about the presence of a risk factor, it was assumed not to be present. The 
WARA yielded total risk score by simply adding the total number of factors 
present. Thus, the maximum score possible on the WARA is 22.
The WARA also provided space for the staff to write in additional comments 
if they felt that these might be helpful in determining the presence or absence 
of a particular risk factor.
In order to assess the inter-rater reliability of the WARA, for each alternate 
admission. The WARA was completed by two members of the ward staff 
independently. Thus, during the course of the study, 40 additional ‘reliability’ 
WARAs were completed. The percentage agreement for each item on the scale 
was calculated. The results are shown in Table 2 overleaf.
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Table 2: Inter-rater agreement for each item on the WARA
No. of 
Agreements
Percentage
Agreement
N
First/Repeat Admission 40 100.00 40
Danger to Seif 40 100.00 40
Danger to Others 34 85.00 40
Reason for Admission Behaviourai 
Management Probiems
40 100.00 40
Other Reason 40 100.00 40
Admitted From 40 100.00 40
Risk 1 33 82.50 40
Risk 2 37 92.50 40
Risk? 40 100.00 40
Risk 4 40 , 100.00 40
Risks 40 100.00 40
Risks 40 100.00 40
Risk 7 37 92.50 40
Risks 38 95.00 40
Risks 37 92.50 40
Risk 10 39 97.50 40
Risk Factors
Risk 11 37 92.50 40
Risk 12 30 95.00 40
Risk 13 40 100.00 40
Risk 14 38 95.00 40
Risk 15 39 97.50 40
RisklS 38 95.00 40
Risk 17 40 100.00 40
Risk 18 40 100.00 40
Risk 19 39 97.50 40
Risk 20 39 97.50 40
Risk 21 40 100.00 40
Risk 22 40 100.00 40
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2.2.2 Overt Aggression Scale (GAS)
The Overt Aggression Scale (GAS: Yudofsky, Silver, Jackson, Endicott & 
Williams, 1986) (see Appendix 2, page 228) was developed following 
concern about the levels of violence and aggression in American hospitals. For 
example, at around the time that the GAS was being developed Tardiff and 
Sweillam (1982) reported that among patients in a New York State psychiatric 
hospital, 7% physically assaulted another person at least once within a three- 
month period. Further, it was estimated that there were 12,000 assaults per 
annum within the New York State psychiatric system (Yudofsky et al., 1986).
Table 3: Correlation coefficients o f  reliability for the OAS
Institution Type of Behaviour N
No. of 
Observations
Correlation
Middletown
Psychiatric
Centre
21
Verbal Aggression 15 44 0.97
Aggression against Objects 5 12 1.00
Aggression against Self 2 4 0.80
Aggression against Others 10 28 0.72
Creedmore
Psychiatric
Centre
8
Verbal Aggression 8 64 0.82
Aggression against Objects 7 78 0.82
Aggression against Self 5 29 0.77
Aggression against Others 6 89 0.89
The Gvert Aggression Scale (Yudofsky et a l, 1986) was selected as a measure 
of actual aggressive behaviour primarily because it is frequently cited as a 
valid and reliable measure in research conducted by a variety of authors in 
recent years. Table 3 shows the measured inter-rater reliability of the GAS as 
cited by Yudofsky et a l (1986). The reverse side of the form was modified to 
serve as a diary sheet for incidents occurring during the shift so that even 
m in o r incidents could be recorded as they occurred. This modification also 
allowed the frequency of the target behaviours to be recorded.
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For the purpose of the current study, each type of aggressive behaviour was 
considered to comprise four classes to indicate the intensity of the behaviour in 
question.
With regard to ‘Verbal Aggression’, ‘Class 1’ was defined as an incident 
where the observed patient made loud noises and/or shouted angrily. ‘Class 2’ 
was defined as an incident where the observed patient yelled mild personal 
insults (e.g. “You’re stupid!”). ‘Class 3’ was defined as an incident where the 
observed patient cursed viciously, used foul language in anger and/or made 
moderate verbal threats to others or self. ‘Class 4’ was defined as an incident 
where the observed patient made clear threats of violence towards others or 
self (e.g. “I am going to kill you!”) or requested intervention to help control 
him/herself.
With regard to ‘Aggression against Self, ‘Class 1’ was defined as an incident 
where the observed patient picked or scratched his/her skin, hit him/herself 
and/or pulled his/her own hair with no (or minor) injury. ‘Class 2’ was defined 
as an incident where the observed patient banged his/her head, hit his/her fist 
into objects, threw his/herself onto the floor or into objects (where s/he hurt 
him/herself but without major injury). ‘Class 3’ was defined as an incident 
where the observed patient caused him/herself small cuts or bruises and/or 
minor bums. ‘Class 4’ was defined as an incident where the observed patient 
mutilated him/herself, caused deep cuts, bites that bleed, internal injury, 
fracture, loss of consciousness and/or loss of teeth.
With regard to ‘Aggression against Objects, ‘Class 1’ was defined as an 
incident where the observed patient slammed doors, scattered clothing and/or 
made a mess. ‘Class 2’ was defined as an incident where the observed patient 
threw objects down, kicked furniture without breaking it and/or marked the 
wall. ‘Class 3’ was defined as an incident where the observed patient broke 
objects and/or smashed windows. ‘Class 4’ was defined as an incident where 
the observed patient set fires and/or threw objects dangerously.
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With regard to ‘Aggression against others’, ‘Class 1’ was defined as an 
incident where the observed patient made threatening gestures and/or swung at 
people and/or grabbed at clothes. ‘Class 2’ was defined as an incident where 
the observed patient struck, kicked, pushed or pulled the hair without injury to 
the target. ‘Class 3’ was defined as an incident where the observed patient 
attacked others, causing mild-moderate injury (e.g. bruises, sprains, welts). 
‘Class 4’ was defined as an incident where the observed patient attacked 
others, causing severe physical injury (e.g. broken bones, deep lacerations, 
internal injury).
2.2.3 The SCL-90 Analogue
In order to assess the relationship between aggression and current 
psychopathology, the SCL-90 Analogue was used (see Appendix 3, page 232). 
The SCL-90 Analogue (Derogatis, 1993) is a variant of the widely used 
Symptom Checklist - 90 (Revised) designed for use by members of staff who 
do not have detailed training or knowledge in psychopathology (e.g. nurses, 
physicians, clinical interviewers, etc.). It is a simple graphic analogue scale 
with each of the nine SCL-90-R scales represented on a continuum ranging 
from “Not at all” at one pole through to “Extremely” at the other. As the 
global scales associated with the original SCL-90-R (i.e. the Global Severity 
Index (GSI), the Positive Symptom Total (PST) and the Positive Symptom 
Distress Index (PSDI)) cannot be calculated from the 9 constituent analogue 
scales, an additional scale, the “Global Psychopathology” continuum is 
included. The staff simply mark, on a continuum, the degree to which the 
patient exhibited symptoms on the relevant dimension. Brief definitions for 
each dimension for easy reference and clarification are included on each SCL- 
90 Analogue response sheet.
Inter-rater reliability for the SCL-90 Analogue was assessed using a sample of 
72 outpatients (Derogatis, 1994). The results of that study, as cited in the test 
manual are quoted in Table 4 overleaf;
-158
Table 4: Inter-rater correlations for the scales o f the SCL-90 Analogue
SOM 6 - c I-S DEP ANX HOS PHOB PAR PSY GLOB
.94 .87 .91 .93 .86 .81 .96 .83 .78 .89
2.3 Procedure
When a patient was admitted to the ward, a nurse from the admissions team 
completed the WARA at the end of the admission process in the manner 
described above.
The aggressive behaviour of the first twenty subjects in the study was recorded 
for the first seven days following admission. Subsequent patients’ aggressive 
behaviour was recorded continuously (to effect a comparison between the 
effectiveness of the predictive power of the WARA over different time 
intervals). During the shift, any aggressive incidents were recorded on the 
diary side of the sheet. At the end of each shift, the nurse responsible for hand­
over to the next shift ticked all classes of incident that occurred on the front of 
the sheet as well as any interventions that resulted from the behaviours 
recorded.
Information about actual behaviour was collected using the Overt Aggression 
Scale (OAS). Four categories were used;
a) Verbal Aggression
b) Aggression against the self
c) Aggression against objects
d) Aggression against people
Each category has five points within it. These range from zero (behaviour not 
observed) through to four (extreme example of that behaviour). In order to 
reflect the ‘cost’ of the behaviour, the fourth point on each scale was weighted 
by a factor of four and the fifth weighted by a factor of six. These weightings 
were selected to minimise the chance of a particular individual achieving a
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high score because of being observed to have engaged in a large number of 
low intensity behaviours. Thus, the weighting system ensures that a high score 
will always indicate behaviour that is more serious. For example, in the case of 
physical aggression against others, even several incidents of grabbing at 
clothes or making threatening gestures to others would never be regarded as 
seriously as a single incident of an attack on another person which resulted in 
severe injury, broken bones, deep lacerations or internal injury.
The SCL-90 Analogue was also be completed at the end of each shift by the 
nurse in charge of the hand-over to the next shift.
2.4 The Patient Sample
Data were collected on all patients admitted between 14^  ^ August, 1996 and 
March, 1997. This represents a data collection period of 230 days or 1 day 
short of 33 weeks. During this period, 85 patients were admitted onto the 
ward. However, a number of these patients stayed on the ward less than one 
day and were not included in the study. Thus, the total sample for the study 
was 71 patients. Table 5 shows the distribution of patients according to sex.
Table 5: Distribution o f the patient sample according to sex
Sex Number Percentage
Male 51 71.83
Female 20 28.17
In total 2430 individual Patient-Shifl (PS) observations were made (excluding 
reliability checks). Of these observations, 986 included reliability checks. 
Thus, reliability checks were carried out on 40.6% of the OAS and SCL-90 
Analogue data.
2.4.1 Patient Distribution by Age
Table 6 and Figure 2 (below) show the age distributions for the patient 
sample. Tests revealed that age was not normally distributed within the sample
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(Kolmogorov-Smimov ‘d’ = 0.1739; p < 0.05; Chi-square = 33.1693; 
p <  0.0001) so a Maim-Whitney U test was used to demonstrate that the 
females in the sample were significantly older than males (U = 214.0; 
p = 0.000354).
Table 6: Age ranges, medians and inter-quartile ranges for the patient sample
Sample N Minimum Maximum Median
inter-Quartile
Range
All Patients 71 18.53 70.31 29.60 16.9446
Males 51 18.53 70.32 27.18 10.2861
Females 20 23.35 69,57 36.92 28.6571
60  - r —  -
-O — Males 
- a -  -  Females
50  -
Q. 40  -
30  - -
O)
10 - ■ -
10 <x <=20 20 < X <= 30 30 < X <= 40 40 < x <= 50 50 < x <= 60 60 < x <= 70 70 < X <= 80
Age Range
Figure 2: Age range distribution for Males and Females in the sample
2.4.2 Marital Status
Table 7, overleaf, shows the distribution of the patient sample according to 
marital status at the time of admission.
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Table 7: Distribution o f the patient sample according to marital status
Number
Cumulative
Count Percentage
Cumulative
Percentage
Single 41 41 57.75 57.75
Married 9 50 12.68 70.42
Divorced 4 54 5.63 76.06
Widow 4 58 5.63 81.69
Unknown 13 71 18.31 100.00
2.4.3 Patient Diagnosis
Table 8, below, shows the distribution of the patient sample according to 
DSM-IV diagnostic classification. Only Axis I primary diagnoses were 
considered.
Table 8: Distribution o f  the patient sample according to DSM-IVprimary 
diagnosis
Diagnosis DSM-IV Code
Number 
of Cases
Cumulative
Count
Percentage 
of Sample
Alcohol Dependence F10.2 1 1 1.41
Alcohol Induced Psychotic 
Disorder with Delusions
F10.51 2 1.41
Schizophrenia, Paranoid Type F20.00 20 22 28.17
Schizophrenia, Paranoid Type 
(Episodic with interepisode 
residual symptoms)
F20.02 5 27 7.04
Schizophrenia, Paranoid Type 
(Less than 1 year since onset 
of initial active-phase 
symptoms)
F20.09 29 2.82
Schizophrenia, Disorganised 
Type
F20.10 30 1.41
Brief Psychotic Disorder 
(without marked stressor(s))
F23.8 5 35 7.04
Bipolar 1 Disorder, Most 
Recent Episode Hypomanie
F31.0 1 36 1.41
Bipolar 1 Disorder, Most 
Recent Episode Manic
F31.1 37 1.41
Bipolar 1 Disorder, Most F31.20 4 41 5.63
162-
Recent Episode Manic 
(Severe with Psychotic 
Features)
Major Depressive Disorder 
(Mild)
F32.0 1 42 1.41
Major Depressive Disorder 
(Moderate)
F32.1 43 1.41
Major Depressive Disorder 
(Severe without Psychotic 
Features)
F32.2 44 1.41
Major Depressive Disorder, 
Recurrent (Mild)
F33.1 2 46 2.82
Borderline Personality 
Disorder
F60.31 47 1.41
Personality Disorder F60.9 1 48 1.41
Psychotic Disorder due to 
Substance Abuse
F06.2 7 55 9.86
Unknown/No DSM-IV Code - 16 71 22.54
Since the numbers in most of the diagnostic categories were small, the data 
was collapsed into eight broader classes. The distribution of the sample is 
shown in Table 9, below.
Table 9: Distribution according to broad classifications derived from formal 
DSM-IV diagnoses for the sample
Diagnostic Category
No. of 
Cases
Cumuiative
Count
Percentage of 
Sampie
Schizophrenia 28 28 39.44
Bipolar 1 Disorder 6 34 8.45
Major Depression 5 39 7.04
Personaiity Disorder 2 41 2.82
Substance Abuse 9 50 12.68
Brief Psychotic Episode 5 55 7.04
Hypomania/Mania 5 60 7,04
Unknown 11 71 15.49
It should be noted that all diagnoses carried out by the psychiatrists relate to 
Axis I on the DSM-IV. Axis II disorders were not generally assessed or 
identified with the exception of two cases (where personality disorder was
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thought to be the predominant presenting difficulty). This omission on the part 
of the admitting psychiatrists is, perhaps, indicative of that profession’s 
tendency to focus on Axis I disorders without due consideration to underlying 
personality factors.
2.4.4 Length of stay on the ward
Table 10 and Figure 3 (below) show the number of observations carried out on 
each patient.
Table 10: Patient sample length o f  stay (in weeks) on the unit
Weeks Number
Cumulative
Number
Percent
Cumulative
Percent
0 <= X <1 39 39 54.93 54.93
1 <= X < 2 16 55 22.54 77.46
2 <= X < 3 4 59 5.63 83.10
3 <= X < 4 7 66 9.86 92.96
4 <= X < 5 3 69 4.23 97.18
5 <= X < 20 2 71 2.82 100.00
Figure 3: Length o f  stay on the unit for the patient sample
The table clearly shows that the vast majority of patients spent 5 weeks or less
50
40
30
20  -
5 <= X < 20
W eek s
on the ward (97.18%). Only two patients spent a longer period on the ward.
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More than half the patients in the sample spent a week or less on the ward 
(54.93%). Indeed the modal length of stay is one week or less. This reflects the 
act that the unit is a high dependency ward where patients are discharged as 
soon as they are no longer felt to warrant the intensity of nursing that it offered 
on the unit.
There was no significant difference in the length of stay on the unit between 
males and females (t = .7259; p = 0.47).
2.5 Ethical Considerations
The study did not directly require the involvement of the patients observed. 
Essentially the data collected were a formalisation of information that was 
already collected in various forms by ward staff during the routine execution 
of their duties. Since such data normally have to be collected to ensure safe, 
professional and good practice, it was considered to be inappropriate to seek 
the permission of patients to be included.
There was absolutely no need for the researcher and author to identify any 
patient personally. Consequently, the ward participating in the study was 
instructed to assign subjects a number. Thus, no data passed to the researcher 
was marked with a patient’s name or personal details.
A formal research proposal was submitted to the Walsall Community Health 
NHS Trust Ethics Committee. The chairman of the committee granted initially 
interim approval for the study so that data collection could proceed. 
Subsequently, at a full meeting of the committee, the proposal was considered 
and a formal letter of authorisation was duly sent to the author.
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3. Results
It should be noted that in the following results, two different indices of 
aggression are used. These are defined as follows;
The mean extent of aggression was calculated by dividing the total aggression 
score for each of the four types of aggression by the number of shifts during 
which the patien
t remained on the ward between admission and discharge. Thus, this measure 
yields the average level of aggression for each type of behaviour during the 
patient’s stay on the ward.
The mean intensity of aggression was calculated by dividing the total 
aggression score for each of the four types of behaviour by the number of 
occasions upon which aggression was noted. Thus, this measure yields the 
average level of seriousness for each type of aggression for each incident of 
aggression that was observed.
3.1 Base rates for aggressive behaviour during the study
The first aim of the current study was to determine the base-rates for the four 
different types of aggression that are the subject of the study and compare 
these with rates reported in the literature. The following sections consider the 
results of the analyses conducted in order to test the specific hypotheses 
associated with this aim.
3.1.1 Base rates for the current study versus base rates reported in the  
literature
The results in this section relate to the first hypothesis (Aiml :(i)) generated in 
this study; i.e. that base rates for this study would broadly reflect those 
reported in the literature. Base rates for the four different categories of 
aggressive behaviour defined in the study were calculated by first counting the 
total number of patient-shifts upon which each of the four behaviours was 
observed. The result was then expressed as a percentage of the total number of 
patient-shifts observed during the study as a whole. These results are shown in 
Table 11 (overleaf).
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Table 11: Base-rates for the four types o f  aggression in the sample throughout 
the observation period
Type of Behaviour Base-Rate
Verbal Aggression 6.42%
Aggression against Self 1.19%
Aggression against Objects 1.69%
Aggression against other People 2.80%
The results in Table 11 indicate that verbal aggression was more than twice as 
likely to occur than physical aggression. However, these results do not take 
account of the seriousness of the aggression. Thus, it would be reasonable to 
expect that there would be far more examples of mild verbal abuse than of 
actual physical assaults.
Aggression of one or more of the four types was recorded on 201 (8.27%) 
patient-shifts. Further, 46 patients (64.79%) in the sample were observed to 
have been involved in one or more of the four types of aggression being 
studied. 42 patients (59.15%) in the sample were observed to have engaged in 
verbal aggression, 16 patients (22.54%) were observed to engage in aggression 
against themselves and 20 (28.17%) patients were observed engaging in 
aggression against objects. 22 patients (31.00%) admitted during the course of 
the study achieved a positive score for physical aggression against others at 
some time during their stay on the ward. This figure is consistent with other 
studies (Karson & Bigelow, 1987; Pearson, Wilmot & Padi, 1986) and 
provides evidence in support of the assertion that base rates in this study are 
similar to those reported elsewhere.
3.1.2 Comparison of base rates between males and females
The second hypothesis relating to base rates (Aim 1 :(ii)) asserted that the rate 
of observed aggression in females would exceed that of males. It should be 
noted that a comparison of aggression between males and females could also 
have been considered in Section 3.2, “The relationship between aggression and 
demographic factors” (see page 173). However, since this comparison is
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extremely important to the consideration of base rates, it was decided to 
include these results here.
Table 12; Number o f  male andfemale patients engaging in the four different 
aggression types throughout the duration o f  the study
Verbal Self Objects Others
No. ' % No. % No. / % No. %
Males 26 50.98 10 19.61 12 23.53 14 27.45
Females 16 80.00 6 30.00 8 40.00 8 40.00
Table 12 shows the relative numbers of males and females in the sample 
observed engaging in each of the four index behaviours. Yates corrected^ Chi- 
square tests were conducted for each type of observed aggressive behaviour. 
The results are shown in Table 19 (see Appendix 4, page 234). The results 
indicate that there is no difference between the number of males and females 
who engage in all four types of aggressive behaviour.
The data in Table 12 only shows the number of males and females involved in 
each type of aggression. When the number o f  observational-shifts during 
which aggression for males and females were observed is considered, 
significant differences become apparent.
Table 13 (overleaf) shows Yates-corrected Chi-square analyses of these 
differences in base-rate for each type of observed behaviour. The table simply 
compares those shifts during which aggression occurred^. The significance 
levels given were adjusted using the Bonferroni correction to take account of 
the repetition of the test. The results indicate that that there was a significantly 
greater likelihood of observing all four types of aggression in females rather 
than males on any given shift. These differences were particularly striking. In 
the case of verbal aggression, females were approximately three times more
Despite the fact that it is thought that the Yates correction probably over-corrects the value (Pirie & Hamden, 
1972), Bonferroni corrections made to the significance level to take account o f  the repetition o f  the test meant that 
the results were non-significant regardless o f  whether the pure f  value was used (an over-estimate) or the Yates- 
corrected value (an under-estimate) was used.
It should be noted that on some shifts, there was more than one incident o f  a given type o f  aggressive behaviour. 
However Bonferroni corrected Mann-Whitney ‘U ’ tests (see Table 20 on page 234) show that on those 
observational shifts when aggression was observed, there was no difference in the number o f  incidents between 
males and females.
- 1 6 8 -
likely to be observed in engaging in this behaviour than males (13.66% of 
shifts versus 4.31%, p < 0.001). Similarly, for aggression against others, the 
behaviour was observed nearly three times as frequently in females when 
compared to males (5.50% of shifts versus 0.74%, p < 0.001). In the case of 
aggression against objects, female patients were almost six times more likely 
to be observed engaging in such behaviour than males (4.74% of shifts versus 
0.84%, p < 0.001). Finally, females patients were almost three times more 
likely to engage in acts of aggression against themselves than males (2.85% 
versus 0.74%, p < 0.01). Thus, this study provides evidence to support the 
assertion that rates of aggression are significantly greater in female patients 
than in males.
Table 13; Chi-Square analysis comparing the number o f  aggressive incidents 
between males andfemales for the four types o f  behaviour
No. Male 
Aggressive 
Observational 
Shifts
No. Female 
Aggressive 
Observational 
Shifts
Total No. 
Observational 
Shifts X
P
Verbal
Aggression
82 2430 60.80 < 0.001
Aggression 
against Self
2430 13.85 <0.01
Aggression
against
Objects
25 2430 35.59 < 0.001
Aggression 
against Others
39 29 2430 16.85 < 0.001
So far, the results have focussed on the numbers of aggressive incidents 
without consideration of the seriousness, or intensity, of the behaviour. The 
third hypothesis (Aiml : (iii)) in relation to the examination of base rates found 
in this study asserted that the intensity of observed aggression in females 
would exceed that of males. The following sections deal with the intensity of 
observed aggressive behaviour during the study.
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— 0—  Male Verbal Aggression 
—D—  Female Vferbal Aggessicn 
4  Male Aggessicn aganst Self
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Figure 4: Differences between males and female in base-rates for Verbal
Aggression and Aggression against Self for each class o f  the observed 
behaviour
— 0— Male Aggression against Objects 
— □ — Female Aggression against Objects 
Male Aggression against Others 
Female Aggression against Others
^ —
Class 4Class 3Class 2Class 1 .
Figure 5: Differences between males and female in base-rates for Aggression
against Objects and Aggression against Others for each class o f  the observed 
behaviour
Figures 4 and 5 show clear differences between the base-rates for each Class 
of the four different types of observed aggressive behaviour between male 
patients and female patients. The graphs show that the base-rates for all four 
types of observed aggression were considerably higher for females than males.
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3.1.3 The intensity of observed verbal aggression
Table 14 shows the comparison for each class of verbal aggression between 
males and females in the sample, using Yates-corrected Chi-Square analyses. 
Full definitions for each ‘Class’ of verbal aggression are given on page 157. 
Bonferroni corrections were made to significance levels to take account of the 
repetition of the tests. The results suggest that for those patients who were 
observed to engage in verbal aggression there were significantly more 
incidents of ‘Class 1’ verbal aggression in females than in males. However, 
there was no difference between male and female patients in the number of 
verbal aggression incidents for Classes 2 to 4.
Table 14: Comparison o f  males andfemales who were observed to be verbally 
aggressive for all four classes o f  verbal aggression
intensity of 
Verbal 
Aggression
Males Females
Total No. incidents of 
Verbal Aggression % X* "
P
Class 1 70 93 419 10.84 <0.01
Class 2 52 48 419 0.10 N.S.
Class 3 56 46 419 0.99 M.S.
Class 4 31 23 419 1.00 N.S.
3.1.4 The intensity of seif-aggression
A comparison of each class of self-aggression between males and females in 
the sample, using Yates-corrected Chi-Square analyses is shown in Table 15, 
overleaf. Full definitions for each ‘Class’ of aggression against self are 
outlined on page 158. As can be seen from Table 15, there were no ‘Class 4’ 
incidents in relation to aggression against self during the study. Bonferroni 
corrections were made to significance levels to take account of the repetition 
of the tests. Thus, there was no difference in the intensity of observed self­
aggression between male and female patients across all four Classes.
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Table 15: Comparison o f  males and females who were observed to be 
aggressive against se lf fo r all four classes ofself-aggression
intensity of 
Aggression 
against Self
Males Females
Total No. Incidents of 
Self-Aggression V: P
Class 1 4 2 52 1.39 N.S.
Class 2 13 30 52 2.83 N.S.
Class 3 2 1 52 0.22 N.S.
Class 4 0 0 52 |||j||j||jjj||| -
3.1.5 The intensity of aggression against objects
Table 16 shows the comparison for each class of aggression against objects 
between males and females in the sample, using Yates-corrected Chi-Square 
analyses. Full definitions for each ‘Class’ of aggression against objects are 
given on page 157. Bonferroni corrections were made to significance levels to 
take account of the repetition of the tests. The table also shows no ‘Class 4’ 
incidents of aggression against objects were observed during the course of the 
study.
The results indicate that for those patients who were observed to engage in 
aggression against objects, a significantly higher proportion of male patients 
were likely to break objects or smash windows. However, no such differences 
were seen for less intense Classes of aggression against objects.
Table 16: Comparison o f  males and females who were observed to be 
aggressive against objects for all four classes o f  self-aggression
Intensity of 
Aggression 
against Objects
Males Females
Total No. Incidents of 
Aggression against 
Objects
X P
Class 1 10 22 71 0.05 N.S.
Class 2 5 26 71 4.51 N.S.
Class 3 7 1 71 10.90 <0.01
Class 4 0 0 71 i ii i li l li l
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3.1.6 The intensity of aggression against others
A comparison of each class of aggression against others between males and 
females in the sample, using Yates-corrected Chi-Square analyses is shown in 
Table 17, below. Full definitions for each ‘Class’ of aggression against self are 
outlined on page 158. As can be seen from Table 17, no ‘Class 4’ incidents in 
relation to aggression against others were observed during the study. 
Bonferroni corrections were made to significance levels to take account of the 
repetition of the tests. The results indicate that, for those patients engaging in 
aggression against others, there was no difference between males and females 
in the intensity of aggression for all four Classes.
Table 17: Comparison o f  males and females who were observed to be 
aggressive against others for all four classes o f  self-aggression
Intensity of 
Aggression 
against Others
Males Females
Total No. Incidents of 
Aggression against 
Others
. . f  : ' - P
Class 1 68 25 132 0.29 N.S.
Class 2 24 13 132 0.63 N.S.
Class 3 2 0 132 0.01 N.S.
Class 4 0 0 132 liiiiiiiiliii iiiililiiiilli
In summary, the data supports the hypothesis that the intensity of observed 
aggression in females exceeds that of males but only when a specific class of 
verbal aggression is considered. The hypothesis is refuted when other types of 
aggressive behaviour are considered.
3.2 The relationship between aggression and demographic factors
The second aim of the current study was to determine the degree to which 
demographic factors are predictive of aggression on the w ^d. The following 
sections consider the results of the analyses conducted in order to test the 
specific hypotheses associated with this aim.
3.2.1 Comparison of observed aggression for older and younger patients
In order to test the hypothesis that younger patients (aged 40 or below) would 
be more aggressive than older patients (Aim 2: (i)), a series of Mann Whitney
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‘U’ tests were carried out to compare both the mean extent of aggression and 
the mean intensity of aggression. The full results are shown in Tables 21 
and 22 (see Appendix 4, pages 234 & 235). Thus, there is no evidence from 
the current study to support the suggestion that younger patients (aged 40 or 
below) are more aggressive than older patients.
3.2.2 The difference between first-time admissions and repeat admissions
Nursing staff on the ward had suggested that patients admitted to the ward for 
the first time would be more aggressive than patients who had experienced 
previous admissions (Aim 2: (ii)). A series of Mann-Whitney ‘U’ tests were 
conducted to test the hypothesis. Bonferroni corrections were made to the 
significance levels to account for repeated administrations of the test. The full 
results are shown in Tables 23 and 24 (see Appendix 4, pages 235 & 236). 
Thus, there is no evidence to support the hypothesis that patients admitted to 
the ward for the first time were more aggressive than those who had been 
admitted in the past.
3.2.3 The difference between patients admitted from another ward and those 
admitted from the community
In order to assess whether there was a difference between the aggression 
scores, across all four types of behaviour, for patients admitted from the ward 
compared to those admitted directly from the community (Aim 2: (iii)), a 
series of Mann-Whitney ‘U’ tests were carried out. Bonferroni corrections 
were made to the significance levels to adjust for the repetition of the tests. 
The full results are shown in Table 25 and 26 (see Appendix 4, pages 236 & 
237). Thus, on all four classes of aggressive behaviour, there was no evidence 
to suggest that patients admitted from another ward in the hospital were more 
aggressive than those admitted from directly from the community.
3.2.4 Comparison of observed aggression between married and non-married 
patients
In line vrith previous findings reported in the literature, it was hypothesised 
that married or cohabiting patients are more likely to be aggressive than single 
patients (Aim 2: (iv)). This hypothesis was tested by carrying out a series of 
Mann-Whitney ‘U’ tests. As usual, Bonferroni corrections were used to
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compensate for the repetition of analyses. The full results of the analyses are 
shown in Tables 27 and 28 (see Appendix 4, pages 237 & 238). These indicate 
that there is no evidence to support the assertion that married or cohabiting 
patients on the ward are more aggressive than single patients are.
3.2.5 The relationship between reason for admission and observed behaviour
It was hypothesised that patients who were admitted to the ward because they 
were considered a danger to others would show significantly higher levels of 
verbal aggression, aggression to others and aggression to objects when 
compared with patients admitted for other reasons. The difference between the 
intensity of aggression scores (for all four aggression types) dependent upon 
the stated reason for admission of patients was evaluated using a series of 
Mann-Whitney ‘U’ tests. The full results, shown in Tables 29 and 30 (see 
Appendix 4, page 238 & 239) show that patient’s intensity of observed 
aggression cannot be differentiated on the basis of reason for admission. Thus, 
the evidence gathered during the current study fails to support the hypothesis.
To summarise, five demographic factors were considered, namely; older 
versus younger patients, first-time versus repeat admissions, admissions from 
the ward versus admissions from the community, married versus non-married 
patients and reason for admission versus observed behaviour. The results 
indicate that none of these factors were found to be significant in 
differentiating aggressors from non-aggressors.
3.3 The relationship between individual risk factors thought by the 
staff to be important and observed behaviour
The third aim of the current study was to examine the assumptions made by 
Psychiatrists and Psychiatric Nurses regarding those factors that are considered 
important in predicting aggression on a locked psychiatric ward. The following 
sections consider the results of the analyses conducted in order to test the 
specific hypotheses associated with this aim.
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3.3.1 Mean extent and intensity of aggressive behaviours per shift
It was hypothesised that there would be no relationship between those factors 
that Psychiatrists and Psychiatric Nurses assume to be predictive of aggressive 
behaviour and subsequent observed aggressive behaviour (Aim 3: (i)).
In order to test this assertion, a series of Mann-Whitney ‘U’ tests were carried 
out between those patients for whom the factor was present and those for 
whom the factor was absent. As usual, Bonferroni corrections were made to 
the significance levels to take account of the repetition of the tests. Risk Factor 
4 was excluded from the analysis because no variability was observed in the 
data.
Tables 31 and 32 (see Appendix 4, pages 240 & 241) show the full results in 
relation to the mean extent of aggression. A similar procedure was carried out 
with respect to the mean intensity of aggressive behaviour. Details of these 
analyses are shown in Tables 33 and 34 (see Appendix 4, pages 242 & 243). 
The results provide evidence in support of the hypothesis. There was no 
difference in the mean extent and intensity of any of the four types of 
aggression between those patients for whom the factor was present and those 
for whom it was absent.
3.3.2 The relationship between risk factors and seriousness of aggression
It was thought to be possible that the identified risk factors might only be 
effective in predicting the more serious cases of the four types of observed 
aggression rather than milder forms (Aim 3: (ii). In order to test this 
hypothesis, a series of Mann-Whitney ‘U’ tests were carried out to examine 
the differences between the mean number of aggressive incidents, classified 
according to seriousness, for each of the four types of observed aggression. As 
before, Bonferroni corrections were made to the significance levels to adjust 
for the repetition of the tests.
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Risk Factor 4 (Compulsions) was excluded from the analysis because no 
patient in the sample was assessed to have this risk factor on admission when 
the WARA was completed.
It can be seen from Tables 35 to 55 (see Appendix 4, pages 244 to 254) that 
with the exeception of Risk Factors 10 and 13, there were no differences in 
mean numbers of aggressive incidents, at any level of seriousness, for each of 
the four observed aggressive behaviours. However, there is some evidence to 
suggest that patients with a formal admission status were more likely to “yell 
mild insults” than patients admitted on an informal basis (See Table 43 on 
page 248).
There is also strong evidence to suggest that there is a higher incidence of 
‘Class 2’ aggression against objects (defined as an incident where the observed 
patient threw objects down, kicked furniture without breaking it and/or marked 
the wall) in patients with mania or hypomania when compared to patients 
without this risk factor. Further, manic or hypomanie patients were also more 
likely to “make threatening gestures” and/or “swing at people and/or grab at 
clothes” than patients without this risk factor. Finally these patients were also 
more likely to “strike, kick, push or pull hair” than patients with an absence of 
mania or hypomania (See Table 47 on page 250).
3.3.3 Probable accuracy of those factors that predict aggression
Having determined that Risk Factor 10 (‘Formal Admission Status’) and Risk 
Factor 13 (‘Mania or Hypomania’) do differentiate between aggressors and 
non-aggressors at specifically defined levels of seriousness the predictive 
power of these factors was calculated. In accordance with the formulae devised 
by Mossman and Somoza (1991), the following calculations were made;
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Yj pPositive Predictive Value:  r
Y,{TP + FP)
Y t n
Negative Predictive Value:  r
Y,{TN + FN)
Total Predictive Value: — , ^   ----------   ^
Y ,{ t p +t n +f p +f n )
W TVi < af/a  •
TP = True Positives (i.e. those occasions when the risk factor was present and 
the aggression occurred)
TN = True Negatives (i.e. those occasions when the risk factor was absent and 
the aggression was not observed)
FP = False Positives (i.e. those occasions when the risk factor was present but 
aggression was not observed)
FN = False Negatives (i.e. those occasions when the risk factor was absent but 
aggression was observed)
The Positive Predictive Value is the probability of a patient becoming 
aggressive when the risk factor is present. Similarly, the Negative Predicitive 
Value is the probablity of the patient not becoming aggressive when the risk 
factor is absent.
The positive, negative and total predictive values for those classes of 
seriousness which differentiated between aggressors and non-aggressors are 
shown in Table 18 overleaf.
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Table 18: Predictive accuracy o f  those risk factors that were found to 
differentiate between aggressors and non-aggressors
Risk
Factor
Type of 
Aggression
Seriousness
Positive
Predictive
Value
Negative
Predictive
Vaiue
Totai
Predictive
Vaiue
Risk 10
Verbal
Aggression
Class 2 0.4355 1.0000 0.5070
Risk 13
Aggression 
against Objects
Class 2 0.4286 0.9107 0.8143
Aggression 
against Others
Class 1 0.4667 0.8393 0.7606
Aggression 
against Others
Class 2 0.5000 0.8571 0.7857
3.4 The Relationship between Observed Behaviour and Diagnosed 
Psychopathology
The fourth aim of the present study was to examine the assumption made in 
the literature that patients with some diagnosed mental disorders, notably 
schizophrenia, substance abuse disorder and manic-depression are more likely 
to be aggressive than others. The following sections concern the evidence for 
the specific hypotheses in relation to this aim.
3.4.1 The relationship between diagnosed schizophrenia and observed 
aggression
In order to test the hypothesis that patients with a diagnosis of schizophrenia 
would show higher levels of verbal aggression and aggression against objects 
and others (Aim 4: (i)), Mann-Whitney ‘U’ tests were carried out. Hence, 
patients with a diagnosis of schizophrenia were compared with patients with 
alternative diagnoses. Bonferroni corrections were made to the ‘p’ levels to 
correct for test repetition. The results are shown in Tables 56 and 57 (see 
Appendix 4, page 254). Since no difference was observed in either the mean 
extent or mean intensity of aggression, for all four types of observed 
behaviour, between patients with and without schizophrenia, the hypothesis is 
not supported.
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3.4.2 The relationship between diagnosed substance abuse disorder and 
observed aggression
In order to test the assumption made in the literature that patients with a 
diagnoses of substance abuse are likely to show significantly more aggression 
than patients with other diagnoses (Aim 4: (ii)), a series of Mann-Whitney ‘U’ 
tests were carried out between substance abusers and non-substance abusers. 
Bonferroni corrections were made to the ‘p’ levels to correct for test repetition. 
The full results are shown in Tables 58 and 59 (see Appendix 4, page 255). 
Since no difference was observed in either the mean extent or mean intensity 
of aggression, for all four types of observed behaviour, between patients with 
and without diagnosed substance abuse disorder, the hypothesis is not 
supported.
3.4.3 The relationship between diagnosed bipoiar disorder or hypomania and 
observed aggression
In order to test the assumption made in the literature that patients with a 
diagnoses of bipolar disorder or hypomania are likely to show significantly 
more aggression than patients with other diagnoses (Aim4: (iii)), a series of 
Mann-Whitney ‘U’ tests were carried out between patients with those 
diagnoses and those without. Bonferroni corrections were made to the ‘p ’ 
levels to correct for test repetition. The full results are shown in Tables 60 and 
61 (see Appendix 4, pages 255 & 256).
The results indicate there was no difference in the mean extent of aggression 
between patients with a diagnosis of bipolar disorder or hypomania and those 
with alternative diagnoses with respect to verbal aggression, self aggression or 
aggression against objects. However, there was significant difference 
(p < 0.05) in the mean extent of aggression between patients with diagnoses of 
bipolar disorder or hypomania and those with alternative diagnoses when 
aggression against others was considered. There appeared to be no difference 
when mean intensity of aggression was the dependent variable for all four 
types of observed aggression. However, when aggressive behaviour was 
divided into its four constituent classes of seriousness, further differences were
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apparent. This result has already been presented as ‘Mania or Hypomania’ was 
one of the risk factors present on the WARA (see 3.3.2 The relationship 
between risk factors and seriousness o f  aggression (page 176) and 3.3.3 
Probable accuracy o f those factors that predict aggression (page 177)). Thus, 
there is evidence to support the hypothesis, in part.
3.5 The Relationship between Observed Aggression and Observed 
Psychopathology
The fifth aim of the current study was to determine the degree to which 
aggression can be linked to current psychological state as opposed to general 
diagnosis.
3.5.1 Differences in Observed Psychopathology between Aggressors and 
Non-Aggressors
In order to assess the relationship between current psychological state 
(observed psychopathology) and the extent of observed aggression, a series of 
Mann-Whitney ‘U’ tests was carried out to examine the differences between 
those patients for whom each type of aggression was observed and those for 
whom it was not.
Although a difference between observed aggression and two clinical 
dimensions (paranoia and psychoticism) was hypothesised, analyses were 
conducted on all nine dimensions on the SCL-90 Analogue. The clinical 
dimensions examined include Somatisation (SOM), Obsessive-Compulsive 
(0_C), Interpersonal Sensitivity (I S), Depression (DEP), Anxiety (ANX), 
Hostility (HOS), Phobic Anxiety (PHOB), Paranoid Ideation (PARA) and 
Psychoticism (PSY). The ‘Global Psychopathology’ dimension was excluded 
from the analysis owing to its somewhat vague and subjective definition. 
Again, a Bonferroni correction was made to significance levels to account for 
the increased probability of finding a significant result because of the 
repetition of the test. The full results are shown in Tables 62 to 65 in 
Appendix 4 (see page 256 to 258).
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Table 62 (see page 256) shows that patients who engaged in verbal aggression 
showed significantly higher levels of paranoid ideation (Z = 4.6743, p < 0.001) 
and psychoticism (Z = 2.6516, p < 0.01) when compared with patients who did 
not. A further, unpredicted, finding was that these patients also showed 
significantly higher levels of somatisation than non-verbally aggressive 
patients (Z = 4.7445, p < 0.001). Table 64 (see page 257) shows very similar 
results when aggression against objects is considered. Hence, patients who 
aggressed against objects were observed to have significantly higher levels of 
paranoid ideation (Z = 3.6389, p < 0.01), psychoticism (Z = 3.8523, p < 0.001) 
and, again, somatisation (Z = 2.8871, p < 0.05). Finally, when aggression 
against others is examined, the same pattern of results is evident once again 
(see Table 65, page 258). Thus, patients who were observed to engage in 
aggression against others showed significantly higher levels of paranoid 
ideation (Z = 3.2128, p < 0.05), psychoticism (Z = 5.3132, p < 0.001) and 
somatisation (Z = 3.8491, p < 0.001) when compared with patients who did 
not aggress against others. It can be seen that there is strong evidence in 
support of the hypothesis (Aim 5 (i)).
The second hypothesis under Aim 5 asserted that there would be no difference 
in observed levels of paranoid ideation and psychoticism on the SCL-90 
Analogue between those patients who engaged in aggression against 
themselves and patient who did not engage in this behaviour. Table 63 (see 
page 259) shows the evidence in support of this assertion. Thus, there was no 
significant difference between self-aggressors and non-self-aggressors with 
respect to paranoid ideation (Z = 2.3647, N.S.) or psychoticism (Z = 1.6889, 
N.S.). However, the table also shows that self-aggressors had significantly 
higher levels of somatisation (Z = 2.8556, p < 0.05) and interpersonal 
sensitivity (Z = 3.0555, p < 0.05). Neither of these results was originally 
predicted.
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4. Discussion
The following discussion considers the degree to which each of the hypotheses 
is supported by the data collected during the course of the present study. The 
relationship of the results to those reported in the literature is discussed and 
possible explanations for the differences are considered.
4.1 Observed Base Rates for Aggression
The first aim of the study was to determine the base-rates for the four different 
types of aggression that are the subject of the study and compare these with 
rates reported in the literature. This issue is discussed in the following 
sections.
4.1.1 Comparison of base rates reported and the literature and those 
observed in the study
It was hypothesised that the base rates observed during the course of the 
present study would broadly reflect those reported in the literature (Aim 1 : (i)).
The results show that the 31% of patients admitted during the course of the 
study engaged in some form of physical aggression during their stay on the 
ward. This figure lies at the higher end of the range of base rates reported in 
the literature. Thus, while it is consistent with the rate reported in some studies 
(Werner, Rose & Yesavage, 1983; Apperson, Mulvey & Lidz, 1993), it is 
considerably higher than the rates reported in other studies (Yesavage, Werner, 
Becker & Mills, 1982; McNiel & Binder, 1987; Janofsky, Spears & Neubauer, 
1988; Kirk, 1989; McNiel & Binder, 1991).
There are a possible number of explanations for the considerable variability of 
base rates reported in the literature. One possibility relates to considerable 
differences in the definition of what, exactly, constitutes a physical assault. In 
some studies, only serious physical assault result in actual bodily harm was 
included in the analyses. By contrast, no such behaviour was observed 
throughout the duration of the present study. However, more mild forms of 
physical aggression were included. Clearly, such inclusion would have the 
effect of boosting the base rate.
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Another factor which is likely to generate variability in base rates between 
studies is the relative proportion of patients with different diagnoses in the 
sample populations. In his review of prospective prediction studies, 
Bjorkly (1995) points out that whilst most patients studied suffered from 
schizophrenia, several papers simply differentiate between ‘schizophrenia’ and 
‘other diagnosis’. Because other diagnoses are known to associated with 
aggression (e.g. bipolar disorders -  (McNiel, Binder and Greenfield, 1988; 
McNiel and Binder, 1994; Whittington and Wykes, 1996) differences in the 
relative numbers of patients with different diagnoses are likely to lead to 
variability in observed base rates.
A related issue is that patients in the current study had already been highly 
selected. Only patients considered to be a danger to themselves, or others or 
who were thought to be a behavioural management problem were admitted to 
the locked unit. Therefore, it would be entirely reasonable to assume that the 
base rate for aggression in this setting would be higher than patients admitted 
to an open ward or to a psychiatric emergency room, as was the case for many 
of the patients reported in other studies.
In discussing the relatively high base rate (0.33) reported in the study by 
Apperson, Mulvey and Lidz (1993), Bjorkly (1995) suggests that their careful 
recording of aggression may have prevented the under-reporting of aggressive 
incidents that is well known about. Hence, variability in quality of methods for 
recording aggressive behaviour would also contribute to the variance between 
variously reported base rates.
Finally, it should be noted that the discussion has focussed on the comparison 
between the base rate for physical aggression. No comment has been made 
about the base rates for non-physical forms of aggression. Indeed, the literature 
almost exclusively concerns itself with physical aggression and comparative 
data with other forms of aggression is not generally reported.
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To summarise, the base rate for physical aggression reported in the present 
study is not at variance with those reported in some studies. The difference 
between the base rate reported here and other studies may be accounted for by 
differences in the samples studied, variations in methodology and definitions 
of the target behaviour. The implication is that base rate, on its own, is a 
meaningless statistic unless accompanied by careful definition of the 
behaviour under study, sound methodology that minimises under-reporting and 
detailed descriptions of characteristics of the population sample being 
researched.
4.1.2 The comparison of base rates and intensity of aggressive behaviour 
between male and female patients
So far, the discussion of the results has only considered the number of 
observational shifts during which aggression of one or more of the four types 
was observed. A further issue which serves to confuse the situation is that 
when base rates for aggression are cited in the literature, it is not always clear 
how these are calculated. As has already been discussed, clear definitions of 
what comprises aggressive behaviour are often absent. The present study 
sought to clarify the situation by examining four distinct types of aggression 
and then by further sub-dividing these according to the seriousness of the 
behaviour.
In continuing with the consideration of base rates, the second hypothesis 
asserted that the rate of observed aggression in males would exceed that of 
females (Aim 1 :(ii)). Further, it was postulated that the intensity of observed 
aggression in males would exceed that of females (Aim 1 (iii)).
The results of the present study indicate that for each shift that is observed, 
there is a significantly higher likelihood of any aggression occurring emanating 
from a female patient than from a male patient (see Table 13, page 169). If the 
aggression that is observed is verbal and is minor (i.e. shouting angrily and/or 
making loud noises) it is more likely to come from a female patient than a 
male patient (see Table 14, page 171). However, if the aggression involves the
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breaking of objects or the smashing of windows, it is more likely to emanate 
from a male patient (see Table 16, page 172. There were no differences 
observed between males and females with regard to any other type or class of 
aggressive behaviour.
Although the size of the difference between rates for aggression in males and 
females was considerably greater in this study, it is interesting to note that the 
results support the findings of other authors (McNiel, Binder & Greenfield, 
1988; Lidz, Mulvey and Gardner, 1993) in suggesting that the rate of 
aggression is higher amongst females than males. Traditionally, the reverse of 
this finding has generally been accepted in that clinicians have assumed that 
males would be more aggressive than females (Lidz, Mulvey & Gardner, 
1993). This has had the effect of lowering the accuracy of predictions about 
aggression by over-estimating the occurrence in males (Type 1 error) and 
severely under-estimating the likelihood of females being involved (Type 11 
error). It is interesting to note that the ratio of male to female patients in the 
current study was 2.5:1 (see Table 5, page 160). This contrasts with a generally 
accepted higher ratio of female patients to males when considering the 
incidence of mental illness generally (APA: DSM-IV, 1995). Thus, it is 
possible that male patients are over-represented on the locked unit whilst 
females are under-represented partly because of misassumptions made about 
the relative dangerousness of the genders.
There are a number of possible reasons for these findings. The most obvious 
reason is that men are generally physically larger than women and may, 
therefore, be perceived as more threatening. Another possibility is that women 
are generally expected to be less aggressive than men in society as a whole. 
Thus, there may be a lower threshold of tolerance to aggressive behaviour in 
females. Aggression in females is likely to be seen as uncharacteristic of 
typical female behaviour and is, therefore, more likely to be noticed when it 
occurs. The implication then is that women in locked units are a highly 
selected population. The data collected in this study are likely to have been 
affected by this phenomenon in two distinct ways. Firstly, women exhibiting
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even mild verbally aggressive behaviour prior to admission onto the ward 
studied in this research may well have been perceived as being more disturbed 
than males behaving in a similar way. As a result, the decision-threshold for 
moving aggressive women to a locked and secure ward could be significantly 
lower than the corresponding decision-threshold for men.
Secondly, it has been strongly established that there is an under-reporting of 
incidents which results in false-positive predictions (Rofinan, Askinazi & 
Fant, 1980; Janofsky, Spears & Neubauer, 1988; Palmstiema et aL, 1989). 
Observational research suggests that many assaultive incidents go unnoticed or 
unreported by the staff (Brizer, Crowner, Convit & Volavka, 1988). If it is true 
that aggression in women is detected more easily (because it stands out as 
being uncharacteristic of women in general), then minor incidents of 
aggression in females may be recorded whilst aggressive incidents of similar 
magnitude in men are overlooked. Clearly, further observational research 
would need to be carried out to investigate these possibilities.
4.2 Aggression and demography
The second aim of the study was to determine the degree to which 
demographic factors are predictive of aggression on the ward. The six specific 
hypotheses relating aggression and demography are discussed in the following 
sections. As has already been indicated, the consideration of gender could have 
been dealt with appropriately in this section. However, it is considered that 
owing to its central importance in determining base rates, the issue was more 
appropriately dealt with in those sections.
4.2.1 Older versus younger patients
It was hypothesised that patients under the age of 40 were more likely to be 
aggressive than older patients (Aim 2: (i)).
A number of authors have suggested that assaultive patients tend to be younger 
in age, predominantly under 40 (Tardiff, 1983; Tardiff & Koenigsberg, 1985;
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Pearson, Wilmot & Padi, 1986; Karson & Bigelow, 1987). The fact is, when 
patients older than 40 were compared with patients aged 40 or below, no 
significant differences were observed in either the mean extent or mean 
intensity of aggression between the two groups. A possible explanation for the 
difference between the results of this study and those reported in the literature 
is that patients on a locked ward are a highly selected sample. Generally 
speaking, patients on the locked ward are likely to be perceived as more 
assaultive than patients in an open ward situation. Because of the increased 
proportion of such patients on the locked ward, any age differences between 
assaultive and non-assaultive patients are likely to be masked.
4.2.2 First-time versus repeat admissions
Aim 2, hypothesis (ii) asserted that patients admitted to the ward for the first 
time would be significantly more aggressive than those who had experienced 
previous admissions.
McNiel, Binder and Greenfield (1988) suggested that assaults on staff were 
more likely to occur during the first few days of treatment during the period 
when staff were not familiar with the patient and before treatment had been 
stabilised. Clinicians on the ward suggested that patients being admitted for 
the first time were likely to be more assaultive than patients who were being 
admitted for the second, or more, times. The clinicians reasoned that, since 
they were familiar with the behaviour of repeat admission patients, they would 
be able to anticipate their aggression because of their prior knowledge of the 
triggers that evoked those patients’ aggression. Thus, they felt confident that 
they would be able to intervene and prevent it. This theory is not supported by 
the present data.
Tables 23 and 24 (see pages 235 & 236) indicate that there was no difference 
in the mean extent of aggression and the mean intensity of aggression when 
first and repeat admissions were compared. There are a number of possible 
explanations for this result. The first and simplest of these relates to 
familiarity. Patients admitted to the ward for the first time who, by definition,
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are not known to the staff present an increased perceived risk of aggression, 
particularly if the reason for admission is a danger to others, a behavioural 
management problem or a danger to themselves. Because the staff do not feel 
familiar with the triggering antecedents to those patients’ aggressive 
behaviour, they are likely to spend more time observing unknown patients 
compared to the time invested in patients who are known. The simple act of 
this increased observation is likely to lead to a reduction in aggression because 
the staff are more likely to intervene quickly whenever they feel that an 
aggressive incident is imminent.
However, the staff may continue to perceive new-admissions as more 
aggressive than repeat-admissions for three reasons. First, because of staff 
unfamiliarity with new-admissions, they are unaware of the antecedents of 
those individuals’ aggression, which means that these patients are perceived to 
be less predictable. This reduction in perceived predictability facilitates 
increased staff anxiety, which results in the perception of these patients as 
being more dangerous.
The second possibility relates to the theory of cognitive dissonance. Simply 
stated, staff may reduce the cognitive dissonance established between an 
increased workload from increased observation and the possibility that such 
work was unnecessary by concluding that the new patient is dangerous and 
must be watched carefully.
A third possible explanation for why staff perceive new-admissions to be more 
aggressive than repeat-admissions lies in the psychology of habituation. The 
threshold for noticing an aggressive incident in a patient well known to the 
staff is likely to be higher than the threshold for noticing the aggressive 
behaviour of a new patient. The consequence of this is that aggressive 
behaviour in new-admissions is likely to have a greater ‘surprise’ value than 
similar behaviour in well-known patients and is more likely to be remembered 
by the staff after the event. Thus, although there is no difference between first- 
time admissions and repeat admissions when aggressive behaviour is recorded.
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members of staff are more likely to remember the aggressive behaviour of 
new-admissions. This would result in the staff erroneously perceiving new- 
admissions to be more aggressive.
The current study did not collect the data necessary to test the possible 
explanations that have been offered. To research these possibilities, it would 
be necessary to ensure that each nurse observed only one patient at a time 
while another recorded aggressive incidents on the ward in general. The first 
nurse could then be asked to rate the dangerousness of the patient. It would 
then be a simple matter to compare the amount of time devoted to observing 
first-admissions versus repeat admissions as well as the perceived 
dangerousness of patients in each group.
4.2.3 Admission from the ward versus admission from the community
Aim 2, hypothesis (iii) postulated that patients admitted from another ward in 
the hospital would be significantly more aggressive than patients admitted 
directly from the community.
The staff reasoned that staff on wards elsewhere in the hospital would be more 
tolerant of aggression than patient relatives, neighbours and friends in the 
community. Again, the data failed to support this suggestion. Tables 25 and 26 
(see page 236 & 237) show that there are no significant differences in mean 
extent and mean intensity of aggression when patients admitted from the ward 
are compared with those admitted from the community. The results may reflect 
the fact that only those patients perceived to be at the greatest risk to 
themselves or others are likely to be admitted to the locked unit. Patients 
perceived to be at lower risk are likely to be admitted to open wards in the 
hospital, first. Thus, the argument that patients admitted to the locked unit 
represent a highly selected population (as was considered in the discussion 
regarding the difference between older and younger aggressors) probably 
applies here.
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4.2.4 Married versus unmarried patients
Aim 2, hypothesis (iv) asserted that patients who are married or who are living 
with another person were more likely to be aggressive than patients with 
alternative marital statuses.
It has been suggested in the literature that married or cohabiting patients are 
more likely to be assaultive than unmarried patients. (McNiel, Binder & 
Greenfield, 1988; McNiel & Binder, 1994). However, the results presented in 
Tables 27 and 28 (see pages 237 & 238) fail to support this finding.
The most likely reason why married patients in the community have been 
found to be more assaultive than single patients relates simply to opportunity. 
Hence, patients who are married or cohabiting have a readily available target 
for their aggression, whilst for many single patients this is simply not the case. 
The situation on a locked ward, however, generates considerably different 
interactional dynamics to the typical domestic situation. For the married or 
cohabiting patient, the availability of their own single room when feeling 
fhistrated, angiy or anxious may serve to reduce the probability of aggression 
when compared to their home situation in which such withdrawal is more 
difficult.
By contrast, the single patient moves fi*om isolation in the community to a 
ward situation. Here, considerable portions of the day are spent in the company 
of others. Hence, for the single patient, there is an increased opportunity and 
likelihood of becoming involved in aggressive interactions. Thus, differences 
in aggression between the two groups may be cancelled out.
Two distinct implications arise firom this possibility. First, the critical risk for 
aggression may be living alone versus living in the company of others, rather 
than being married/cohabiting versus being single as proposed by McNiel and 
Binder (1994). Further research could usefully be carried out in the community 
to test this hypothesis. More critically, however, the results clearly suggest that
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factors associated with aggression in the community cannot automatically be 
generalised to the ward situation and vice versa.
4.2.5 Patients considered to be a danger to others and observed aggressive 
behaviour
Aim 2, hypothesis (v) indicated that patients who are admitted to the ward 
because they are considered a danger to others would show significantly higher 
levels of verbal aggression, aggression to others and aggression to objects 
when compared with patients admitted for other reasons.
The data collected on the WARA regarding the reason for admission of 
patients to the ward may be considered as a prediction of the behaviour of the 
patient by the referring doctor. Hence, it is reasonable to assume that if a 
patient is regarded as a danger to others then increased levels of aggression to 
others on the ward might be observed when compared to other patients with 
different reasons for admission. Similarly, patients regarded as a danger to 
themselves might be expected to engage in higher levels of self-aggression 
than patients admitted for other reasons.
The evidence presented in this study fails to support the hypothesis that 
patients admitted because they were considered a danger to others would show 
higher levels of aggression than patients admitted for alternative reasons. 
Similarly, patients considered a danger to themselves were not observed to 
show higher levels of aggression against themselves when compared to 
patients admitted for other reasons. These results are consistent with the 
findings of Werner et al. (1984).
Unfortunately, it has not been possible to tease out the precise reasons for this 
finding from the data collected during this study. One possibility is that 
admitting doctors are accurate in their assessments of the risks posed by 
patients to themselves and others. In any event, doctors prescribe and nurses 
implement treatments designed to reduce the risk. Thus, the fact that observed 
aggression levels were similar across the patient group regardless of the reason
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for admission may be evidence of the effectiveness of the intervention. 
However, findings reported in the literature (e.g. McNiel & Binder, 1991; 
Lidz, Mulvey & Gardner, 1993) suggest that this may not be the most 
parsimonious explanation of the results.
An alternative explanation is that admitting doctors make false positive 
predictions of risk based upon an erroneous understanding of the factors that 
predict risk. If this is the case then it is not surprising when the expected 
aggression fails to occur. This possibility is discussed extensively in the next 
section.
Another factor that is highly likely to influence levels of observed aggression 
relates to the admission and discharge criteria exercised on the locked unit. 
Admission to the unit is an inherently aversive experience. Frequently patients 
are admitted to the unit against their will. In this study, 87% of the patients 
observed during the course of the research were formally detained under the 
Mental Health Act. Admission to the locked ward means a loss of freedom, a 
restricted environment with more rules and less flexibility and the experience 
of being observed for considerable periods of time. Patients are discharged 
from this situation when clinical staff are satisfied that the reasons for the 
patient’s admission in the first place no longer apply. Thus, many patients are 
highly motivated to behave in the ways expected to minimise their stay on the 
unit. This could have the effect of suppressing aggressive behaviours to others 
or self, regardless of the effectiveness or otherwise of any treatment 
interventions.
Regardless of the intentions of the staff or the stated polices and objectives of 
the unit, it may well be that admission to the unit has the psychological effect 
of punishment of the undesirable behaviours (i.e. aggression, parasuicide, 
problem behaviours etc.). Given that punishment is generally accepted to be 
the least effective mode for behaviour change, in that it often results in only 
temporary suppression of the undesired behaviour or the development of 
equally undesirable alternative behaviours. This possibility would have serious
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implications if the effectiveness of the unit in affecting aggressive and other 
undesirable behaviour was being evaluated.
4.2.6 Patients considered to be a danger to themselves and observed 
aggressive behaviour
Aim 2, hypothesis 6 postulated that patients who were admitted to the ward 
because they were considered a danger to themselves would show significantly 
higher levels of aggression against themselves when compared with patients 
admitted for other reasons.
Table 29 (see Appendix 4, page 238) indicates that the data fail to support this 
hypothesis. It is conceivable that many of the possibilities considered in the 
previous section apply to this group of patients as well. Thus, the demand 
characteristics of the locked ward, to demonstrate non-parasuicidal behaviour, 
may suppress self-harm so that patients can minimise the length of time that 
they are detained on the ward. Further, there is likely to be a relationship 
between the amount of precautions taken (either in terms of observation time 
or drug interventions) and the perceived risk of the patient self-harming. 
Hence, patient who are intensely suicidal are likely to receive higher doses of 
preventative medication and are more likely to be closely observed than 
patients perceived to be presenting a low risk. Such interventions are likely to 
result in fewer incidents of self-harm actually occurring.
4.3 Factors Thought by the Staff to Predict Aggression and Observed 
Aggression
The third general aim of the study was to examine the assumptions made by 
Psychiatrists and Psychiatric Nurses regarding those factors that are considered 
important in predicting aggression on a locked psychiatric ward. The following 
sections of the discussion deal with the specific hypotheses relating to this 
aim.
194-
4.3.1 Factors considered to be important by clinicians in the prediction of 
aggression
Aim 3, hypothesis (i) suggested that there would be no relationship between 
those factors that Psychiatrists and Psychiatric Nurses assume with be 
predictive of aggressive behaviour and subsequent observed aggressive 
behaviour.
When patients for whom each risk factor was present were compared with 
those for whom the risk factor was absent, in terms of mean extent and mean 
intensity of all four types of observed aggression, no differences were observed 
(see Appendix 4, Tables 31 to 34, pages 240 to 243).
The findings generally confirm the conclusions of Palmstiema and Wistedt 
(1987) in suggesting that risk factors are of limited value in predicting 
aggression. Palmstiema and Wistedt (1987) found that previous damage to 
property or physical attacks more than a month prior to admission^ and known 
abuse of dmgs other than alcohol^ was modestly predictive of aggression. 
However, the data in this study failed to replicate these findings. It is possible 
that the reason for this was those authors’ use of a sensitive multiple 
regression model, without which they would have failed to identify the factors. 
Further, their study only considered aggressive incidents that resulted in pain 
or physical injury and lasted for a minimum of 10 minutes. Since there were 
no serious incidents of physical aggression of this kind during the data 
collection period for the present study, it is also possible that the risk factors 
that they did identify, only apply to their specific definition of physical 
aggression. It should also be noted that the vast majority of the data collected 
in the present study relates to a mean length of stay on the unit of only 7 days. 
Data relating to longer-term predictions were not available.
 ^ W hen aggression  across an 8-day period w as considered  
 ^ W hen aggression  across a  2 8 -day  period w as considered
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4.3.2 Analysis of the factors considered to be important by clinicians in the 
prediction of aggression in terms of seriousness
Aim 3, hypothesis (ii) suggested that the factors considered important in 
predicting risk, as identified by psychiatrists and nurses, would fail to predict 
all four types of observed aggressive behaviour on all four levels of 
seriousness.
When the four types of observed aggressive behaviour were sub-divided in 
terms of seriousness, the results of the analyses were only fractionally more 
encouraging. Patients with formal admission status (i.e. detained under the 
Mental Health Act, 1983) were significantly more likely to “yell mild personal 
insults” than informally admitted patients (i.e. patients who had given their 
consent to be treated in hospital) (see Table 43, page 248). Patients with a 
diagnosis of Mania or Hypomania (Risk Factor 13) showed significantly more 
incidents of “kicking furniture without breaking it and/or marking walls” than 
did patients for whom this factor was absent. Patients who scored positively 
for Risk Factor 13 (Mania or Hypomania) were also significantly more likely 
to “make threatening gestures and/or swing at people and/or grab at others 
clothing” as well as “strike, kick, push or pull hair without causing injury to 
the target” when compared to patients for whom this factor was not present 
(see Table 46 on page 249).
Having identified two risk factors that might be useful in making predictions 
about aggressive behaviour, it is important to consider the predictive power of 
these variables. Table 18 (see page 179) shows that the total predictive value 
of these risk factors ranges firom 0.51 (in the case of Risk 10 predicting “mild 
personal insults”) to 0.81 (in the case of Risk 13 predicting the “kicking of 
furniture and/or marking walls”). These figures are consistent with predictive 
validity data reported in other studies (Bjorkly, 1995). Certainly, the total 
predictive value for Risk 13 appears to be well in excess of chance. However, 
as Mossman (1994) warns, it is important to be “accurate about accuracy”. 
When these risk factors are present, the probability of correctly predicting the 
occurrence of the related specific type of aggressive behaviour is, at best, only
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0.5. By contrast, when these risk factors are absent, the probability of the 
related specific type of aggressive behaviour not occurring ranges between 
0.84 and 1.0. In other words, the apparently statistically encouraging total 
predictive value tells us more about which patients are unlikely to be 
aggressive than which patients are likely to be.
The fact that Risk Factors 10 and 13 failed to predict the four types of 
aggression generally, but did predict specific levels of seriousness of 
aggression, combined with the differences between the findings of this study 
when compared to that of Palmstiema and Wistedt (1987) is indicative of the 
complexity of prediction. The implication is that even when risk factors are 
successfully identified, the behaviours they predict are highly specific. 
Additionally, they may well only apply to narrow and well-defined situations 
and are probably valid for equally well-defined and limited time periods. 
Furthermore, on the rare occasions when these variables come together so that 
a risk factor could be used validly, the error associated with the risk factor is 
still sufficiently large to allow for a significant number of false positive 
predictions. This point was graphically illustrated by Monahan (1981b) as 
follows;
“Imagine that one person in every 1000 will kill
Imagine also that an exceptionally accurate test has been 
devised which can predict, with 95% accuracy, those who will 
kill from those who will not.
In a population o f  100,000, out o f  the 100 who would have 
killed, 95 will be correctly identified.
However, out o f  the 99,900 who will not kill, 4,995 will be 
identified as potential murderers ”
The data presented in this study appears to suggest that Psychiatrists and 
Psychiatric Nurses are particularly poor in identifying factors that predict 
aggression on the unit. There are several possible reasons why this might be 
the case. To begin with, it is the duty of clinical staff involved with the unit to 
prevent aggressive incidents from occurring. Consequently, they will intervene
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to prevent aggression from occurring whenever they think that this is likely. 
Hence, it is possible that the staff correctly predicts aggression and effectively 
prevents it. This would generate a substantial number of false positive 
predictions in the data. However, since the obvious experiment to test this (i.e. 
the withdrawal of all treatments and interventions for a period of time) is 
wholly unethical, then this “false positive” hypothesis becomes extremely 
difficult to test adequately.
The current study attempted to overcome this methodological difficulty by 
considering milder forms of behaviour that typically precede more serious 
violence as suggested by other authors (Werner, Yesavage, Becker, Brunsting 
and Isaacs, 1983; McNiel and Binder, 1994). If this assumption is accepted 
then the data collected in this study suggests that the factors thought by 
Psychiatrists and Nurses to predict risk fail to do so. The most serious 
implication of this finding is that the staff may make treatment and 
intervention decisions on a wholly erroneous basis. Furthermore, the staff are 
negatively reinforced for doing so (e.g. the administration of medication, that 
will effectively reduce the incidence of aggression, reduces their anxieties 
about having to deal with an attack. When the attack fails to occur, staff may 
perceive their intervention actions as justified). The sequence of events 
actively prevents learning because there is no feedback into knowledge about 
factors that actually do predict aggression.
Moore (1996) warns that the constant pressure on staff to make accurate 
decisions and judgements based on highly ambiguous evidence results in 
“Repetitive Doubt Syndrome”. She suggests that the familiar symptoms of this 
condition are irritability, loss of morale, fatigue, premature ageing and a deep 
sense of being misunderstood and abused. In other words, she postulates that 
working in an environment of constant uncertainty is a significant contributor 
of staff burn-out. Whilst, occasionally, staff might accept uncertainty and 
ambiguity and positively connote it as a challenge, Moore suggests that more 
typically;
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...w e respond to the syndrome by developing an artificial sense o f  
certainty about our decisions; suspicions harden into theories, 
anecdotes ossify as rules and prejudices become accepted 
‘indicators ’ which guide practice and reduce anxiety
(Moore, 1996: p. 3)
4.4 Primary Diagnosis and Observed Aggression
The fourth aim of the present study was to examine the assumption made in 
the literature that patients with some diagnosed mental disorders, notably 
schizophrenia, substance abuse disorder and manic-depression are more likely 
to be aggressive than others. The three specific hypotheses associated with this 
aim are discussed in the following sections.
4.4.1 The relationship between formally diagnosed schizophrenia and 
observed aggression
Aim 4, hypothesis (i) asserted that patients with a diagnosis of schizophrenia 
would be significantly more verbally aggressive and would show significantly 
higher levels of aggression against objects and other people than patients with 
alternative diagnoses.
The data collected during the course of this study fails to support the popular 
view that patients with a diagnosis of schizophrenia are more aggressive than 
patients with alternative diagnoses (see Appendix 4, Tables 56 and 57 on 
page 254). However, the data do not necessarily refute the possibility that 
schizophrenic patients are more aggressive than others in the community 
(Monahan, 1992). Certainly, there is no evidence from the current study to 
support the suggestion of some authors that schizophrenic patients are less 
aggressive than non-deluded patients (Harris & Rice, 1994; Gardner et al., 
1996).
One possibility is that schizophrenia does increase the risk of aggression 
relative to others in the population but that any increase in risk applies equally 
to other mental health disorders. It should be noted that the sample examined
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in the present study was highly selected in that a major criterion for admission 
to the ward in the first place is that patients are considered a danger to others. 
Thus, it may well be the case that there is a higher incidence of aggression in 
the schizophrenic population generally but that schizophrenic patients in 
specialist units similar to the one used in this study are no more likely to 
aggress than other patients on the unit.
A further possibility that is worthy of consideration is that a general lack of 
understanding of schizophrenia in any other terms other than medical may 
result in confusion between level of pathology and risk of aggression. This 
assertion is based upon the idea that uncertainty or poor predictability results 
in an increase in anxiety. In other words, if the behaviour of schizophrenic 
patients is not understood, they are likely to be perceived as more 
unpredictable. This uncertainty, in turn, may result in increased anxiety 
amongst staff. Subsequently, this anxiety may be erroneously attributed to the 
patient’s dangerousness. A related but slightly different attributional error may 
result from the popular assumption that schizophrenia is associated with 
aggression. Thus, staff may reason that schizophrenia means increased 
dangerous; the patient is schizophrenic, therefore, the patient must be 
dangerous.
4.4.2 The relationship between formally diagnosed substance abuse disorder 
and observed aggression
Aim 4, hypothesis (ii) suggested that patients with a diagnosis of substance 
abuse disorder would be significantly more verbally aggressive and would 
show significantly higher levels of aggression against object and other people 
that patients with alternative diagnoses.
The results of the present study (see Appendix 4, Tables 58 and 59, page 255) 
fail to support the hypothesis. As such, they appear to contradict the findings 
of a range of authors (Swanson et ah, 1990; Monahan, 1992; Link, Andrews & 
Cullen, 1993; Mulvey, 1994; Bjorkly, 1995; Whittington & Wykes, 1996) who 
suggest that mental disorders are a modest predictor of aggression, particularly
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when associated with substance abuse disorder. However, it is argued here that 
even if substance abuse was known to be a strong predictor of aggression in 
the community, this finding would almost certainly not generalise to inpatient 
settings (and particularly locked units). This is simply because substance 
abusers without access to their substances are likely to behave in very different 
ways in comparison to those occasions when they do have access to their 
substance of abuse. For example, people who predictably become violent after 
consuming excessive amounts of alcohol may never become violent when 
alcohol is unavailable. A counter argument to this assertion is that substance 
abusers who are deprived of their substance Of abuse may suffer withdrawal 
symptoms including increased irritability which might spill over into 
aggression. However, patients for whom this possibility is expected are likely 
to be medicated, at least during the early part of their admission, such that 
aggressive behaviour would be unlikely to begin with. Since the mean period 
of stay on the unit, in this study, was around 7 days, it was unlikely that any 
aggression associated with withdrawal from the substance of abuse was going 
to be observed.
Again, the results suggest that extreme caution should be adopted in 
generalising the findings of community-based risk assessment research to the 
specific situation of a ward context. Further, for some variables, at least, the 
level of risk associated with those factors may not be constant. Instead, the 
level of risk may vary considerably depending upon which point in the time 
frame observations occur.
4.4.3 The relationship between formally diagnosed bipolar disorder or 
hypomania and observed aggression
Aim 4, hypothesis (iii) postulated that patients with a diagnosis of bipolar 
disorder or hypomania would be significantly more verbally aggressive and 
would show significantly higher levels of aggression against object and other 
people than patients with alternative diagnoses.
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A number of authors have noted an association between manic depression and 
aggressive behaviour (McNiel, Binder and Greenfield, 1988; McNiel and 
Binder, 1994; Whittington and Wykes, 1996). The results of the current study 
are consistent with this finding in that patients with a diagnosis of bipolar 
disorder or hypomania showed a significantly higher mean extent of aggression 
against others when compared to patients with alternative diagnoses 
(p < 0.05). However, it is interesting to note that there was no significant 
difference in the mean intensity of aggressive behaviour against others. In 
other words, manic patients engage in more incidents of aggression against 
others but, when they do aggress, their aggression against others is no more 
serious than that observed in other patients. It should be noted that since mania 
or hypomania was also thought to be a factor that would predict aggression on 
the ward by Psychiatrists and Psychiatric Nurses, discussion of this factor has 
already been dealt with, to some extent in Section 4.3.2 (see page 196).
There are some interesting possible reasons why manic patients may have been 
found more aggressive than patients with other diagnoses. By definition, manic 
patients show an increased amount of behaviour when compared to others. 
Consequently, if a manic patient was continuously observed and it was noted 
that 30% of their emergent behaviours were aggressive, then the total number 
of aggressive behaviours would be large. If, on the other hand, a withdrawn 
schizophrenic were to be observed continuously, the total number of 
behaviours would be comparatively small. Hence, a manic patient behaving 
aggressively for 30% of their total behaviour would be considered to be 
considerably more aggressive than a withdrawn schizophrenic patient who was 
aggressive for 80% of their emergent behaviour. Furthermore, more absolute 
behaviour increases the probability that any given behaviour will be 
interpreted as aggressive. Additionally, manic patients are likely to draw more 
attention to themselves than other patients increasing the likelihood of minor 
aggressive incidents being observed and recorded. Finally, the behaviour of 
this group of patients is likely to require more limit setting relative to other 
patients. Such increased ‘demand’ upon patients is thought to be associated 
with increased levels of aggression (Depp, 1983; Whittington & Wykes,
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1996). These possibilities only apply to the manic phase of bipolar disorder. 
There was insufficient number of patients with bipolar disorders, in the present 
study, to differentiate between different subgroups within the broad diagnostic 
category of bipolar disorders.
4.5 Current Psychological State and Observed Aggression
Having considered the popular but somewhat limited assumption that 
aggression is linked to specific diagnoses, the fifth aim of the current study 
was to examine the more sophisticated view which asserts that the patient’s 
psychological status at the time of the aggression is more important than 
diagnosis per se. The following sections of the discussion consider the degree 
to which aggression can be linked to current psychological state as opposed to 
general diagnosis. The two specific hypotheses related to this aim are 
considered in turn.
4.5.1 The relationship between current psychological state and verbal
aggression, aggression against objects and aggression against others
Aim 5, hypothesis (i) asserted that patients observed to engage in verbal 
aggression, aggression against objects and aggression against others would 
also be observed to show higher levels of paranoid ideation and psychoticism 
on the SCL-90 Analogue than patients who were not observed to engage in 
these three types of aggression.
Patients who were observed to be verbally aggressive and/or aggressive 
against objects and/or aggressive against others showed significantly higher 
SCL-90 Analogue ratings on the scales for Paranoia and Psychoticism (see 
Appendix 4, Tables 62, 64 and 65, pages 256 to 258). Interestingly, one 
surprising result that has not previously been reported in the literature was that 
patients engaging in all three types of aggression were also observed to have 
significantly higher scores on the ‘Somatisation’ scale than non-aggressors.
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Thus, the data from the current study supports more recent assertions that 
aggression is related to florid psychotic symptoms rather than to a specific 
psychiatric diagnosis (Noble & Roger, 1989; Swanson, Holzer, Ganju & Jono, 
1990; Monahan, 1992; Link, Andrews & Cullen, 1993; Harris & Rice, 1994; 
Gardner et al., 1996; Whittington & Wykes, 1996). However, a degree of 
caution should be employed in the interpretation of these results. It is possible 
that the results could represent a methodological artefact. The reason for this is 
that staff may have assumed that the aggression that they observed was a 
manifestation of the patient’s underlying psychopathology and therefore 
assumed the presence of paranoia and psychoticism. The current study did not 
require staff to list their evidence for assuming the presence of paranoia or 
psychoticism so this possibility cannot be excluded.
The unexpected observation that aggressors show significantly higher scores 
for somatisation is less likely to be subject to possible attributional error in the 
same way as paranoia and psychoticism is. The demand characteristics of the 
locked ward situation have already been discussed. It was suggested that 
patients who experience a loss of liberty as aversive might modify their 
behaviour to demonstrate to clinical staff that the need for them to be detained 
on the unit is no longer necessary. This implicit demand on patients to 
suppress their typical means of expressing distress limits the socially 
appropriate modes open to them. It is argued here that somatising distress may 
not extend the period a patient is required to stay in the locked unit whilst, for 
example, auditory hallucinations may do. Clearly, at this stage, this hypothesis 
is based upon little more than conjecture. However, the fact that somatisation 
has not previously been identified as being associated with aggression suggests 
the possibility that it may be a phenomenon with the unique context of a 
locked psychiatric environment. It is hoped that future research will clarify this 
issue.
A related explanation for this thought-provoking finding may be found in the 
work of authors such as Depp (1983), Geen (1990) and, more recently, 
Whittington and Wykes (1996). These authors were all more concerned with
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social psychological explanations of aggression in contrast to medical model 
expositions. Social interactional models suggest that aggression is the 
consequence of aversive stimuli delivered by staff (e.g. demands made upon 
patients, frustration of their goal-seeking behaviour or causing pain through 
administering an injection). In the context of the current study, if patients 
perceived that staff had failed to respond adequately to the expression of their 
distress, the consequence of their resulting frustration may well have been 
aggression. Interestingly, if this were the case, it would not matter whether the 
patient’s expression of symptoms in physical terms were really based upon a 
genuine physical illness or whether they were an expression of psychological 
distress; the effect would be the same.
4.5.2 The relationship between current psychologicai state and seif- 
aggression
Aim 5, hypothesis (ii) asserted that there would be no difference in observed 
levels of paranoid ideation and psychoticism on the SCL-90 Analogue between 
those patients who engage in aggression against themselves and patient who 
do not engage in this behaviour.
The results of the present study generally confirm the hypothesis in that no 
significant differences in ‘paranoid ideation’ or ‘psychoticism’, as measured 
on the SCL-90 Analogue, were seen when self-aggressors were compared with 
non-self-aggressors. In addition to the hypothesised findings, self-aggressors 
were also shown to have significantly higher scores on the ‘somatisation’ and 
‘inter-personal sensitivity’ dimensions of the SCL-90 Analogue.
Possible reasons for the observed elevation on the somatisation scale were 
discussed in the previous section and would seem to apply equally here.
It is interesting to note that the key indicators of psychopathology (as measured 
on the SCL-90 Analogue) in the case of aggression against self were distinctly 
different from those recorded for patients who engaged in the other three forms 
of aggression. The implication is that patients who self-harm are a distinctly
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different group to those patients who engage in other forms of aggression. This 
suggests that the OAS is a two factor instrument that measures three types of 
aggression, on one factor, and the extent of self-harm, on the other. Similarly, 
the frequently made assumption (for the purposes of ethical research) that 
milder forms of aggression precede more serious incidents (Werner, Yesavage, 
Becker, Brunsting & Isaacs, 1983; McNiel & Binder, 1994) is compelled to 
exclude self-aggression since it is not at all clear at which point along a 
continuum of milder aggression to more serious aggression this type of 
behaviour would lie.
The finding that self-aggressors are high in interpersonal sensitivity relative to 
other patients has been noted in previous research. Schneiderman (1967) 
suggests that suicidal people have problems in establishing or maintaining 
relationships and that suicide is often related to unsatisfied or Jfrustrated 
attachment needs. Further, Levy (1986) found that patients engaging in 
parasuicidal behaviour scored high on the ‘Intropunitiveness’ (INTP) scale of 
the Personality Deviance Scale (PDS: Bedford & Foulds, 1978). INTP 
comprises two components; namely low self-confidence and over-dependency 
on others. Thus, Intropunitiveness and interpersonal sensitivity would appear 
to be related.
4.6 Summary and Conclusions
The current study generated data that have implications for the prediction and 
understanding of aggressive behaviour in the locked ward situation in five 
general areas. These are;
• The selectivity of the clinical population in the locked ward situation.
• The possible effects of the dangerousness assessments made by 
psychiatrists and nurses.
• The role of formal psychiatric diagnosis in predicting aggression
• Implications of the research for the factor structure of the Overt 
Aggression Scale
• Implications in the consideration of the ftmction of locked units.
Each of these areas will be summarised in turn.___________________________
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4.6.1 The selectivity of the clinical population in the locked ward situation
The current study has shown that a variety of different factors impinge upon 
reported base rates. It is unlikely that that base-rates will ever be shown to be a 
constant. However, there is a strong case for developing a protocol that 
outlines the specific conditions under which a given base rate was established. 
It is suggested that this protocol include the nature of the population being 
studied (in terms of gender and diagnosis), the environmental context (e.g. 
open community, sheltered accommodation, open ward, locked ward etc.), the 
precise definition of the index behaviour, the time frame for the study and the 
specific details of the measures used (preferably with details of the reliability 
of method). Without such a systematic method for producing base rates, these 
are essentially meaningless statistics with limited utility in the prediction of 
aggression.
The current study has shown that the proportion of male patients on the locked 
unit is much higher than would be expected in an open ward situation. It has 
been suggested that there may be different thresholds in making decisions 
about whether males or females should be admitted to the locked unit. Whilst 
these may be related to the fact that males are generally larger and may be 
perceived as presenting more overall threat in terms of violence, expectations 
regarding the differences between male and female aggression may also play a 
role.
The results from the study suggest that demographic variables are of little 
relevance in the locked ward situation, despite them having been identified as 
important in more open environments, e.g. the community. For example, the 
highly selected nature of the patient group in the locked ward situation is likely 
to mask any variance explained by age difference. Similarly, the highly 
selected nature of the patient group on the locked ward is indicated again when 
the results of the comparison between patients admitted from the ward and 
those admitted from the community are considered.
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In considering the difference between those patients admitted to the locked 
unit for the first time and those who had experienced admissions in the past, it 
was suggested that variability on the aggression of these two groups may have 
been masked by differences in the ways in which the two groups are treated. 
Thus, less familiar first-time admissions who might be predicted to be more 
aggressive may have their behaviour inhibited by closer staff observation and, 
perhaps, more cautious medication regimes designed to damp down 
undesirable behaviour. Whilst data on this specific point was not collected, it 
would make an interesting and relatively straightforward study in the future. A 
further area for future research comes from the possibility that staff uncertainty 
about the dangerousness of a patient may increase their perception of the risks 
posed by a new patient. Thus, future studies might examine possible 
differences in anxiety levels when caring for unfamiliar patients versus those 
known to the staff. The further possibility that mild examples of aggression 
may go unnoticed in familiar patients whilst being carefully recorded in the 
case of unfamiliar patients is also an interesting area for future observational 
research.
The principle that the results from risk assessment studies do not automatically 
generalise across all different situations is further illustrated by the findings of 
the current study when aggression in married versus unmarried patients is 
considered. The finding that married or cohabiting patients are more assaultive 
than unmarried patients (McNiel, Binder & Greenfield, 1988; McNiel & 
Binder, 1994) was not replicated in the present study. It is suggested, here, that 
the explanation lies in the totally different social dynamics of the ward 
situation when compared with the community. Further, it is suggested that the 
critical risk factor for aggression might be the construct, ‘living alone’ versus 
‘living in the company of others’.
4.6.2 The possible effects of the dangerousness assessments made by 
psychiatrists and nurses
The results from the current study suggest that psychiatrists and nurses 
consistently fail to predict aggression on the locked ward. Thus, there was no
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relationship between admitting doctors’ assessments of patients as being a 
danger to themselves or others and observed aggression. The possibility that 
doctors make accurate assessments of risk at the point of admission and then 
take effective steps to prevent aggression was considered. Whilst this remains 
a possibility it is argued that this is unlikely in the light of research by such 
authors as Lidz, Mulvey and Gardner (1993) who found that the accuracy of 
doctors’ predictions are, at best modest, in the case of male patients and poor 
when female patients are considered. An alternative explanation is that both 
doctors and nurses (and arguably other professions) base their risk assessments 
on erroneous assumptions or overgeneralisations or both. Results from data 
collected using the WARA adds further weight to this assumption. None of the 
factors assumed to predict risk by nurses and psychiatrists differentiated 
between aggressive and non-aggressive patients during the study. Two risk 
factors (i.e. ‘formal admission status’ and ‘mania or hypomania’) did 
discriminate between different levels of seriousness when aggression did 
occur. However, the positive predictive value associated with these two factors 
suggests that they are more useful in predicting which patients will not be 
aggressive rather than those who will be.
In addition to confirming the findings of authors such as Palmstiema and 
Wistedt (1987) in suggesting that risk factors are probably of limited utility in 
risk assessment procedures, other important implications arise. Arguably, the 
most serious of these is that the system, in its present form, perpetuates risk 
assessment based upon erroneous assumptions because moral and ethical 
considerations prevent clinicians from enhancing their knowledge and 
predictive skills through learning from their mistakes. For example, suppose 
that clinicians are taught that people with red hair who are admitted to locked 
units pose a substantially increased risk of aggression above patients with 
other hair colours. When a red-haired patient is admitted onto the unit, the 
admitting staff duly note the ‘risk-factor’. Since their duty is to prevent violent 
incidents, various precautions are taken. These might include, for example, 
stronger doses of neuroleptic medication and closer observation. Furthermore, 
the staff may now be sensitised to the possibility of an aggressive outburst and
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may intervene (e.g. with further medication) if there is any sign that the patient 
may become aggressive (e.g. the patient becomes angry and raises his voice). 
When the patient fails to exhibit aggressive behaviour, the staff are likely to 
explain the absence of aggression in terms of their successful precautions and 
intervention. Of course, there was no way of knowing whether the patient 
would have become aggressive at all. If, on the other hand, the patient does 
become aggressive, despite the best efforts of the staff, this further reinforces 
staffs believe in the positive predictive value of the ‘risk-factor’. A further 
interesting possibility that arises from the scenario outlined above is that the 
aversive nature of staff precautions (e.g. medication, increased observation 
with concomitant decreased privacy) may actually increase the likelihood of 
aggression. This has been suggested by previous research (Depp, 1983; 
Whittington & Wykes, 1996).
The example of the ‘red-haired’ patient illustrates the situation when an 
entirely erroneous variable is assumed a risk factor in the prediction of 
aggression. It is important to note that the data from the present study does not 
prove that the factors thought to predict aggression by doctors and nurses 
always fail to do so. What is does demonstrate is that these factors, by 
themselves, do not assist in the prediction of aggression in the carefully 
defined locked unit situation of this study. For example, it is widely accepted 
within psychology that the best predictor of future behaviour is past behaviour. 
On this basis, it was expected that patients with a history of aggression would 
be more likely to aggress than patients without such a history. However, this 
was not supported by the data, despite there being evidence from others studies 
that this is the case. The important implication is that a risk-assessment 
strategy is only likely to be effective when it can identify the interaction of 
specific variables under specific conditions within specific time-frames. For 
example, the work of Depp (1983) and Whittington and Wykes (1996) 
suggests that a careful study of staff behaviour and training may result in a far 
more effective risk-management strategy than would be suggested by the 
cumulative results of all the studies that have ever been done that have tried to 
link risk to psychopathology in the patient. The fact that most studies in the
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field of risk assessment in mental health have been concerned with patient 
psychopathology may be because mental health legislation is informed by 
psychiatry. This discipline tends to regard the behaviour of organisations and 
systems as being of considerably less importance than the mental state of 
individual patients.
The key issue that arises from the various possible reactions to a perceived 
‘risk-factor’ is that the myth is perpetuated because learning based upon 
reliable evidence is absent. Additionally, there is a tendency for clinicians to 
over-generalise from one situation to the next. Furthermore, such myths and 
overgeneralisations are likely to be passed down to trainee nurses and junior 
doctors. In this way, pseudo-knowledge develops that has face validity and it 
remains unchallenged, protected in the cocoon of consensus and ‘clinical 
experience’. Professionals’ confidence in their ability comes from their 
confidence in the validity of their clinical judgement and that of their mentors 
before them. Therefore, it is inevitable that the resistance to acknowledging 
that, in reality, they know little or nothing about predicting risk is likely to be 
substantial. Moore (1996) has previously identified this process in her 
eloquent description of what she terms, “Repetitive Doubt Syndrome”. Nearly 
a quarter of a century after Shah (1975) suggested that the labelling of 
mentally ill people as dangerous was in itself a dangerous activity it would 
seem that less progress has been made than professionals would care to admit.
4.6.3 The role of formal psychiatric diagnosis In predicting aggression
The data collected in the current study did not support the popular view that 
patients with a diagnosis of schizophrenia were more aggressive than patients 
with alternative diagnoses. However, again, it was noted that the population 
investigated in this study were highly selected. Thus, there was no evidence to 
suggest that schizophrenic patients are no more aggressive than the general 
population in the community (Monahan, 1992) or that they are less aggressive 
than non-deluded patients (Harris & Rice, 1994; Gardner et al., 1996).
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A further possibility considered related to attributional error. It was suggested 
that the failure of staff to understand schizophrenia, in terms other than the 
medical model, resulted in increased anxiety following the unpredictability of 
the patient. Thus, it is possible that staff misattribute this anxiety to patient 
dangerousness. Further, this view is likely to be reinforced by the popular 
belief that schizophrenic patients are more dangerous.
During the course of the study, two other psychiatric diagnoses were 
considered, namely Substance Abuse Disorder and Bipolar Disorder or 
Hypomania. It was pointed out that the increased risk of aggression associated 
with substance abuse disorder in the community (Swanson et a l,  1990; 
Monahan, 1992; Link, Andrews & Cullen, 1993; Mulvey, 1994; Bjorkly, 
1995; Whittington & Wykes, 1996) was unlikely to generalise to the locked 
ward situation where illicit drugs and alcohol are relatively unavailable. The 
possibility that drug withdrawal might facilitate aggression was also 
considered. However, it was suggested that such patients would be likely to be 
medicated to prevent such effects, at least during the early part of their stay on 
the ward. Further, the short mean length of stay may have precluded problems 
that could have developed if such patients had spent more time on the unit.
The data collected during the course of the study did lend some support to the 
notion that there is a relationship between manic depression and aggression 
(McNiel, Binder & Greenfield, 1988; McNiel & Binder, 1994; Whittington & 
Wykes, 1996). Specifically, the data suggested that there are more incidents of 
aggression amongst this group. However, there was no difference in the 
intensity of aggression between these patients and those with alternative 
diagnoses. Unfortunately, there were insufficient numbers of patients for a 
more detailed analysis of subgroups within the disorder.
It was suggested that the relatively high number of emergent behaviours of 
manic patients could result in more of their behaviour being interpreted as 
aggressive. Furthermore, the increased need for staff to observe and ‘set 
limits’ for this group relative to other patients may increase the incidence of
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aggression resulting from demands placed upon them. Finally, increased levels 
of staff observation inevitably mean that more minor incidents of aggression 
are likely to be noticed and recorded.
When current psychological state was examined, aggressive patients were 
found to have significantly higher levels of paranoia and psychoticism than 
non-aggressive patients. On face value, this result would seem to support the 
assertion of former researchers (Noble & Roger, 1989; Swanson, Holzer, 
Ganju & Jono, 1990; Monahan, 1992; Link, Andrews & Cullen, 1993; Harris 
& Rice, 1994; Gardner et a l, 1996; Whittington, 1996) that aggression is 
related to florid psychotic symptoms. However, it was argued that when staff 
observed aggression, they may have assumed the presence of paranoia and 
psychosis and recorded these accordingly.
In summary, it is suggested that psychiatric diagnosis is of limited utility in the 
prediction of aggression. Whilst relationships do exist between some 
diagnoses (e.g. bipolar disorder or hypomania) and aggression, the positive 
predictive values of various diagnoses are likely to be strongly influenced by 
the nature of the social environment in which the predictions are taking place. 
The implication, then, is that psychiatric diagnoses may be useful indicators of 
the potential for aggression in some situations. However, accurate predictions 
will require factors outside of the remit of the medical model to be taken into 
account.
4.6.4 The factor structure of the Overt Aggression Scale (OAS)
The results of the current study indicated that patients who aggress against 
themselves are drawn from a distinctly different population to those who 
aggress against objects or other people. Whilst aggressors against objects and 
others seem to show high levels of paranoia and psychoticism, self-aggressors 
from non-aggressors on these dimensions. Further, self-aggressors are 
characterised by significantly higher levels of interpersonal sensitivity (as 
measured on the SCL-90 Analogue) than non-self-aggressors. This would 
suggest that the OAS is a two-factor instrument. As such, it remains unclear
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whether a measure of self-aggression increases understanding of aggression 
per se.
4.6.5 Implications for the role of locked units
The current research calls into question the function of locked units in 
psychiatric hospitals. Obviously, they serve the useful function of removing 
patients who are a danger to themselves or others to a place where they can be 
kept safe and contained. The critical question is whether it is realistic to expect 
them to do any more than this.
The operational policy for the unit studied during the course of this research 
states, within its philosophy of care, that it provides a full assessment of risk. 
Further the policy states that the environment will be therapeutic (WCHT, 
1998). However, the data from the current research suggests that there is still 
much work to be done in developing a strategy to predict risk on the unit. 
Furthermore, the current study adds to the growing body of knowledge in the 
literature that suggests that risk assessments do not generalise to other settings.
Another confounding factor inevitably arises from an over-reliance on the 
medical model. The tendency is to assume that psychopathology is 
generalisable across situations and that it lies at the heart of aggressive 
behaviour. It is only the acceptance of this assumption that could result in the 
belief that it is possible for a risk assessment to be carried out by staff in a 
locked unit that could be applied to other environments. However, it cannot be 
assumed that the factors that explain behaviour in one environment 
automatically transfer to another. Thus, the causes of a patient’s aggressive 
behaviour in the community may be totally different to the causes of the same 
patient’s aggression in a locked unit.
Although the policy of the unit is laudable in its claim that the intention of the 
unit should never be one of punishment, regrettably its fimction may amount to 
just that. It has been suggested that the perception of experience of 
incarceration may be punishing. Patients are aware that the criteria for
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discharge from the unit and revision of their formal status under the Mental 
Health Act include the absence of behaviours that are seen as threatening to 
others to themselves. One of the well-established effects of punishment is to 
suppress undesirable behaviour. However, often this suppression is short­
lived. Thus, patients are motivated to behave in socially acceptable ways. An 
interesting possibility is that somatisation of a patient’s difficulties may prove 
to be such a re-channelling of emotional expression that would be less likely to 
result in continuing detention. This may prove to be a fruitful area of enquiry 
for future research.
Similar reasoning applies when the therapeutic effectiveness of the unit is 
considered. The fact that the majority of patients can be discharged from the 
unit after a week with the confidence of the staff that dangerous behaviours 
have been dealt with does not demonstrate that the unit is effective in treating 
such behaviour.
In conclusion, the development of risk assessment methodology in the future 
may allow staff to predict aggression in the locked unit more accurately. 
However, it is likely that such methodology will rely more on a better 
understanding of social and environmental correlates of aggression and less on 
limiting psychopathological models. Furthermore, the contained and limited 
nature of the locked environment necessarily limits staff access to information 
about more general social and environmental factors that might maintain an 
individual’s aggressive behaviour in more naturalistic settings. Paradoxically, 
this means that staff on locked units are probably in a weaker position than 
anyone else to devise general risk assessments. Finally, it may be that the 
inherent nature of a locked unit is to suppress socially undesirable behaviours. 
This makes any therapeutic endeavour aimed at eliminating these behaviours 
considerably more difficult, if not impossible. This leaves only the 
containment function of the unit unchallenged. In an increasingly litigious 
culture in which economic resources are stretched, this is probably an efficient 
and necessary function. However, it may be that containment is the only 
realistic function of locked units.
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4.6.6 The future of risk assessm ent in mental health
Finally, the arguments and conclusions presented in this study project a 
somewhat pessimistic view of the possibility of developing reliable and 
discriminating devices to predict risk in the wider community. However, it 
should be noted that the research presented here has utilised a medical model 
approach to the prediction of risk. The data suggests that this model is severely 
limited for this purpose despite the fact that it is still widely used.
It is suggested that a distinction be drawn between risk prediction and risk 
assessment. It would seem that the development of methodologies that will 
allow us to systematically describe and accurately identify risk factors in a 
closed and limited environment such as a locked unit is still some way off if 
this is possible at all. The fundamental error made by the medical model 
approach to risk prediction is based upon the assumption that pathology in one 
situation will generalise to other situations. While this may be true of many 
disease processes (e.g. a sore throat in one situation is likely to be similar in 
other situations) there is now overwhelming evidence that the model fails 
when applied to risk. It may have to be accepted that the prediction of 
aggression in patients with mental health difficulties living in the community 
may not be possible for the foreseeable fiiture.
Whilst the future of risk prediction looks bleak, risk assessment maybe a 
considerably more worthwhile endeavour. The research presented here has 
shown the severe limitations of the medical model in asking the overly general 
but extremely common question, “Is a particular individual dangerous?” By 
contrast, risk assessment is a more carefully considered process comprising a 
diverse set of questions. Sound risk assessment requires practitioners to 
answer the more specific question, “Under what specific circumstances is a 
specific behaviour more or less likely to occur given an individual’s specific 
experiential history, unique personality and biological determinants?” In
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answering this question, the Level III skills^ possessed by Clinical 
Psychologists referred to in the MAS Report (MAS, 1989) are highly relevant.
In drawing together social, psychological, epidemiological and other relevant 
data, risk assessment is closely related to psychological formulation. 
Furthermore, as is the case with sound formulations, risk assessment is a 
dynamic, continuing process that yields a strategy for managing the patient’s 
behaviour. It is, therefore, recommended that the current research should be 
considered as a warning about the limitation of the medical model in risk 
research while future research should address itself to the development of the 
risk assessment process. In this way, it is hoped that we will eventually 
develop a general valid and reliable methodology that will generate highly 
specific data. This will enable mental health teams to develop personally 
relevant intervention strategies to maximise the safety and dignity of ‘at risk’ 
individuals and the people around them.
9
Level in skills refer to the higher level psychological skills and understanding possessed by fully trained 
Psychologists with a post-graduate education. These are wide-ranging and include the ability o f  trained 
psychologists to draw from a wide and varied theoretical base to develop specific psychological models adapted to 
specific situations.________________________________________________________________________________________
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Overt Aggression Scale
Yudofsky, Silver, Jackson, Endicott m d  Williams (1986)
'N am e o f  P a tien t: ■Name o f  R ater;  
G ra d eA 'itle :
S e x  o f  P a t ie n t : M a le
F e m a le
D a te :  /  /  (M o n .'D a y A 'e a r )
S h ift:  N ig h t  D a y  E v e n in g
N o .  a g g r e s s iv e  in c id e n t ( s )  a g a in s t  s e l f ,  o th e r s , o r  o b je c t s  d u r in g  th e  s h i f t _____
N o .  o f  P a tie n ts  o n  th e  w a r d  d u r in g  th is  s h i f t _______
N o , o f  N u r s in g  S t a f f  o n  t l ie  w a rd  d u r in g  th is  s h i f t _______
AGGRESSIVE B E H A V I O U R  (T ic k  a l l  that a p p ly )
Verbal Aggression
M a k e s  lo u d  n o is e s ,  sh o u t s  a n g r ily .
Y e l l s  m ild  p e r so n a l in su lt s , e .g .  “Y o u ’re  stu p id !”
C u r se s  v ic io u s ly ,  u s e s  fo u l  la n g u a g e  in  a n g er , m a k e s  
m o d e r a te  tlir ea ts  to  o th e r s  o r  s e lf .
M a k e s  c le a r  th rea ts  o f  v io le n c e  to w a rd s  o th e r s  o r  s e l f  
(“I ’m  g o in g  to  k i l l  y o u ”)  o r  re q u e s ts  t o  h e lp  co n tro l  
selft
Physical Aggression Against Self
P ic k s  o r  sc r a tc h e s  sk in , h its  s e lf ,  p u l ls  ha ir  w ith  n o  o r  
m in o r  in ju ry  o n ly ) .
. B a n g s  h e a d , h its  f i s t  in to  o b je c ts ,  throws s e l f  o n to  f lo o r  o r  
in to  o b je c t s  (h u rts  s e l f  w ith o u t  s e r io u s  in j u r y .
. S m a ll c u ts  o r  b r u ise s , m in o r  b u m s .
_ M u tila te s  s e l f ,  c a u s e s  d e e p  c u ts ,  b ite s  tlia t b le e d ,  m ternal 
in ju ry , fractu re , lo s s  o f  c o n s c io u s n e s s ,  lo s s  o f  tee th .
Physical Aggression Against Objects
S la m s  d o o r , s c a tte r s  c lo th in g ,  m a k e s  a  m e s s .
. T h r o w s  o b je c ts  d o w n , k ic k s  f iirn itu re  w ith o u t  b rea k in g  
it, m a rk s th e  w a ll.
_ B r e a k s  o b je c ts ,  s m a s h e s  w in d o w s .
. S e ts  f ir e s  th r o w s  o b je c t s  d a n g e r o u s ly .
Physical Aggression Against O th e r  P e o p le
 M a k e s  th r e a te n in g  g e s tu r e , s w in g s  a t p e o p le ,  g ra b s at
c lo tlres .
 S tr ik e s , k ic k s ,  p u sh e s , p u l ls  h a ir  w ith o u t  in ju ry  to  th em .
 A tta c k s  o th ers , c a u s in g  m ild -m o d e r a te  p h y s ic a l in ju ry
b r u ise s , sp ra in , w e lts ) .
 A tta c k s  o th ers , c a u s in g  s e v e r e  p h y s ic a l  in ju r y  b ro k en
b o n e s ,  d e e p  la c e r a tio n s , in tern a l in ju ry .
I N T E R V E N T I O N  (t ic k  a ll  th a t h a v e  b e e n  a p p lie d  d u r in g  th e  sh ift)
N o n e   Im m e d ia te  m e d ic a t io n  g iv e n  b y  m o u lh .
_ T a lk in g  to  p a tie n t .  Im m e d ia te  m e d ic a t io n  g iv e n  b y  in je c t io n
_ C lo s e r  o b se r v a tio n .  
_ H o ld in g  p a tie n t .
_ I s o la t io n  w ith o u t  s e c lu s io n  (t im e  o u t) .  
S e c lu s io n .
_ U s e  o f  restra in ts ,
_  Injurj' r eq u ires  im m e d ia te  
m e d ic a l trea tm en t fo r  p a tien t.
_ In ju ry  re q u ir e s  im m e d ia te  
m e d ic a l  trea tm en t fo r  oth er .
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Aggression Incident Record
I n s t r u c t io n s :  P le a s e  p r o v id e  d e ta i ls  o f  a n y  in c id e n t  th a t o cc u r r e d . T h is  s id e  o f  th e  s h e e t  s h o u ld  b e  u s e d  to  m a k e  a  
n o te  o f  e a c h  in c id e n t  a s  i t  o c c u r s .  P le a s e  n o te  th e  tim e  that d ie  in c id e n t  o c c u r r e d  a t  a n d  h o w  lo n g  it  la s te d . I f  th e  a c t  
o f  a g g r e s s io n  w a s  d ir e c te d  a t  s o m e o n e  in  p articu lar , p le a s e  r e c o r d  w h o  th is  w a s  ( e .g .  N u r se , N A ,  d o c to r , o th er  
p a tie n t , r e la t iv e , v is i to r  e t c .) .  P le a s e  n o te  d o w n  w h ic h  statT  m e m b e r  w itn e s s e d  th e  in c id e n t .  P le a s e  e n su r e  th a t  
c o n tin u a tio n  s h e e ts  a r e  s ta p le d  t o  th e  to p  sh e e t .
Incident Time Duration Directed at Recorded by
e.g. Male/P<ztXeAXtiù\0i4\g'h>ud .^ 
fred>tz)ld/hlm/txrihi.itup and/lhm/ 
ihoved'hCm/.
8.15pm/ 2  ynCni' Mcüe'Pattevd: SettyJiAJcey 
Staff Ni.ine'
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Table 19: Chi-Square analysis comparing male and female patients with regard to 
the number o f  incidents o f  each type o f  observed aggression
Males Females
Total Sample 
Size
P
Verbal Aggression 26 16 71 3.88 N.S.
Aggression against Self 10 6 71 0.39 N.S.
Aggression against Objects 12 8 71 1.20 N.S.
Aggression against Others 14 8 71 0.55 N.S.
Table 20: Mann-Whitney ‘U’ comparison between numbers o f  incidents o f  
aggression per observational shift in male and female patients
Rank
Sum
Male
Rank
Sum
Female
U
Z
adjusted
P-
level
Valid N 
Male
Valid N 
Female
Verbal Aggression 6077.5 5857.5 2674.5 -1.1075 N.S. 82 72
Aggression against Self 174.0 260.0 69.5 -1.6127 N.S, 14 15
Aggression against 
Objects
273.5 587.5 137.5 -1.8195 N.S. 16 25
Aggression against 
Others
1435.0 911.0 476.0 1.1510 N.S. 39 29
Table 21: Comparison o f  mean extent o f  aggression across all four types for older 
(>40) patients versus younger (<=40) patients
Rank
Sum
Older
Rank
Sum
Younger
U
Z
adjusted
P-
ievei
Valid N 
Older
Valid N 
Younger
Verbal Aggression 705.0 1851.0 473.0 0.2825 N.S. 19 52
Aggression against Self 674.0 1882.0 484.0 -0.1775 N.S. 19 52
Aggression against 
Objects
673.5 1882.5 483.5 -0.1719 N.S. 19 52
Aggression against 
Others
717.0 1839.0 461.0 0.5231 N.S. 19 52
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Table 22: Comparison o f mean intensity o f aggression across all four types for
older (>40) patients versus younger (<=40) patients
Rank
Sum
Older
Rank
Sum
Younger
U
Z
adjusted
p-level
Valid N 
Older
Valid N 
Younger
Verbal Aggression 698.5 1857.5 479.5 0.1951 N.S. 19 52
Aggression against 
Self
673.5 1882.5 483.5 -0.1869 N.S. 19 52
Aggression against 
Objects
672.5 1883.5 482.5 -0.1885 N.S. 19 52
Aggression against 
Others
720.0 1836.0 458.0 0.5710 N.S. 19 52
Table 23: Comparison between mean extent o f  aggression for patients admitted to 
the wardfor the first time and those who had experienced previous 
admissions for all four types o f  aggressive behaviour
Rank
Sum
First
Rank
Sum
Repeat
U
Z
adjusted
p-level
Valid N 
First
Valid N 
Repeat
Verbal Aggression 745.0 1811.0 469.0000 -1.0564 N.S. 23 48
Aggression against 
Self
739.0 1817.0 463.0000 -1.49475 N.S. 23 48
Aggression against 
Objects
821.0 1735.0 545.0000 -0.10841 N.S. 23 48
Aggression against 
Others
864.0 1692.0 516.0000 0.539852 N.S. 23 48
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Table 24; Comparison between mean intensity o f  aggression for patients admitted 
to the wardfor the first time and those who had experienced previous 
admissions for all four types o f  aggressive behaviour
Rank
Sum
First
Rank
Sum
Repeat
U
Z
adjusted
p-level
Valid N 
First
Valid N 
Repeat
Verbal Aggression 734.5 1821.5 0.2506 -1.1902 N.S. 23 48
Aggression against 
Self
757.0 1799.0 0.3830 -1.1956 N.S. 23 48
Aggression against 
Objects
823.5 1732.5 0.9559 -0.0698 N.S. 23 48
Aggression against 
Others
859.5 1696.5 0.6987 0.4727 N.S. 23 48
Table 25: Comparison o f the mean extent o f  aggression between patients admitted 
from the community and those admitted from another ward in the 
hospital
Rank Sum 
Community
Rank
Sum
Ward
U
Z
adjusted
P-
level
Valid N 
Community
Valid N 
Ward
Verbal
Aggression
841.0 1715.0 463.0 -1.6073 N.S. 27 44
Aggression 
against Seif
857.0 1699.0 479.0 -1.8619 N.S. 27 44
Aggression 
against Objects
872.5 1683.5 494.5 -1.4855 N.S. 27 44
Aggression 
against Others
891.5 1664.5 513.5 -1.1637 N.S. 27 44
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Table 26: Comparison o f  the mean intensity o f aggression between patients
admitted from the community and those admitted from another ward in 
the hospital
Rank Sum 
Community
Rank
Sum
Ward
U
Z
adjusted
P-
level
Valid N 
Community
Valid N 
Ward
Verbal
Aggression
877.0 1679.0 499.0 -1.1657 N.S. 27 44
Aggression 
against Seif
874.5 1681.5 496.5 -1.5827 N.S. 27 44
Aggression 
against Objects
876.0 1680.0 498.0 -1.4347 N.S. 27 44
Aggression 
against Others
936.0 1620.0 558.0 -0.5207 N.S. 27 44
Table 27: Comparison o f  mean extent o f  aggression between married and non­
married patients for all four types o f  observed aggressive behaviour
Rank Sum 
Married
Rank
Sum
Not
Married
U
Z
adjusted
P-
ievei
Valid N 
Married
Valid N 
Not 
Married
Verbal
Aggression
323.0 1447.0 0.6422 0.4834 N.S. 10 49
Aggression 
against Seif
264.0 1506.0 0.4670 -0.9750 N.S. 10 49
Aggression 
against Objects
280.0 1490.0 0.6862 -0.5053 N.S. 10 49
Aggression 
against Others
313.0 1457.0 0.7928 0.3222 N.S. 10 49
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Table 28: Comparison o f mean intensity o f aggression between married and non­
married patients for all four types of observed aggressive behaviour
Rank Sum 
Married
Rank
Sum
Not
Married
U
' " 'Zf
adjusted
P-
level
Vaiid N 
Married
Vaiid N 
Not 
Married
Verbal
Aggression
302.0 1468.0 243.0 0.0420 N.S. 10 49
Aggression 
against Self
260.0 1510.0 205.0 -1.0868 N.S. 10 49
Aggression 
against Objects
269.5 1500.5 214.5 -0.7714 N.S. 10 49
Aggression 
against Others
295.5 1474.5 240.5 -0.1116 N.S. 10 49
Table 29: Analysis o f  Verbal Aggression and Aggression against Self dependent 
upon the reason for admission
Verbal Aggression Aggression against Seif
U
- z
adjusted p-level U
Z
adjusted p-levei
Valid N 
No
Vaiid N 
Yes
Danger to Self 512.5 -1.2361 N.S. 539.0 1.2135 N.S. 30 41
Danger to Others 512.5 0.5028 N.S. 526.0 0.4382 N.S. 23 48
Behavioural
Management
Problem
465.0 -0.9533 N.S. 512.0 -0.4605 N.S. 22 49
Other Reason 97.0 -0.1481 N.S. 78.0 0.9409 N.S. 68 3
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Table 30: Analysis o f  Aggression against Objects and Aggression against Others 
dependent upon the reason fo r  admission
Aggression against 
Objects
Aggression against 
Others
U Z
adjusted
p-level U Z
adjusted
p-ievel Vaiid N 
No
Vaiid N 
Yes
Danger to Self 595.0 0.2936 N.S. 557.5 0.8176 N.S. 30 41
Danger to Others 430.5 1.8827 N.S. 492.5 0.8930 N.S. 23 48
Behavioural
Management
Problem
398.0 -2.2110 N.S. 451.0 -1.3366 N.S. 22 49
Other Reason 72.0 1.0814 N.S. 69.0 1.1522 N.S. 68 3
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Table 31: Mann-Whitney ‘U’ tests between those patients fo r whom each risk
factor was present and those for whom it was absent in relation to mean 
Verbal Aggression and mean Aggression against Self
Verbal Aggression Aggression Against 
Seif
Valid N 
Not Present
Valid N 
Present
U Z
adjusted
P-
level
U Z
adjusted
P-
level
Risk1 528.0 -0.4533 N.S. 547.0 -0.2066 N.S. 21 47
Risk 2 475.0 0.8210 N.S. 485.0 -0.8981 N.S. 43 25
Risk 3 69.0 -0.9477 N.S. 93.0 -0.2957 N.S. 67 3
Risks 190.0 -0.0435 N.S. 164.0 -0.7987 N.S. 64 6
Risks 326.0 0.2622 N.S. 295.0 -1.0062 N.S. 57 12
Risk 7 494.0 0.8711 N.S. 539.0 0.3916 N.S. 45 25
Risks 491.5 -1.2911 N.S. 520.0 -1.2474 N.S. 35 34
Risks 480.5 -0.7908 N.S. 494.0 0.8071 N.S. 30 36
Risk 10 255.0 -0.4297 N.S. 275.0 -0.0945 N.S. 9 62
Risk 11 292.0 0.6824 N.S. 318.0 0.2963 N.S. 51 13
Risk 12 368.5 -1.6885 N.S. 452.0 -0.7456 N.S. 19 52
Risk 13 320.0 -1.0968 N.S. 373.0 -0.3793 N.S. 56 14
Risk 14 529.0 -1.0370 N.S. - 527.0 -1.4002 N.S. 30 41
Risk 15 164.0 -0.3574 N.S. 146.0 -0.9849 N.S. 51 7
Risk 16 461.0 -1.0275 N.S. 508.5 0.5440 N.S. 23 47
Risk 17 560.5 0.0441 N.S. 488.0 -1.2628 N.S. 24 47
Risk 18 56.0 1.3150 N.S. 76.5 0.9175 N.S. 66 3
Risk 19 585.0 0.2908 N.S. 545.0 1.0233 N.S. 42 29
Risk 20 31.0 -1.1544 N.S. 17.0 -2.2204 N.S. 58 2
Risk 21 165.0 0.0000 N.S. 133.0 -0.9830 N.S. 66 5
Risk 22 54.5 -0.4938 N.S. 52.0 0.7669 N.S. 68 2
- 2 4 0 -
Table 32: Mann-Whitney ‘U ’ tests between those patients for whom each risk
factor was present and those for whom it was absent in relation to mean 
Aggression against Objects and Mean Aggression against Others
Aggression against 
Objects
Aggression Against 
Others
Vaiid N 
Not Present
Valid N 
Present
U Z
adjusted
P-
level
U Z
adjusted
P-
level
Risk1 472.0 -0.3677 N.S. 432.0 0.9824 N.S. 21 47
Risk 2 475.0 -0.9873 N.S. 498.0 0.6046 N.S. 43 25
Risks 78.5 -0.8002 N.S. 89.0 -0.4051 N.S. 67 3
Risks 142.5 -1.3026 N.S. 151.5 -1.0322 N.S. 64 6
Risks 316.0 -0.5331 N.S. 266.0 -1.4772 N.S. 57 12
Risk 7 542.5 0.3075 N.S. 537.0 0.3797 N.S. 45 25
Risks 512.5 -1.2580 N.S. 543.0 -0.7546 N.S. 35 34
Risks 477.0 1.0342 N.S. 418.0 1.8728 N.S. 30 36
Risk 10 216.0 -1.3724 N.S. 210.0 -1.4554 N.S. 9 62
Risk 11 297.0 -0.7127 N.S. 290.0 0.8428 N.S. 51 13
Risk 12 406.5 -1.4325 N.S. 440.5 -0.8481 N.S. 19 52
Risk 13 289.0 -1.8969 N.S. 233.5 -2.8271 N.S. 56 14
Risk 14 502.0 -1.6580 N.S. 532.0 -1.1792 N.S. 30 41
Risk 15 174.0 0.1336 N.S. 110.0 -1.9284 N.S. 51 7
Risk 16 492.0 -0.7744 N.S. 459.0 -1.2572 N.S. 23 47
Risk 17 506.5 0.8810 N.S. 523.0 -0.6083 N.S. 24 47
Risk 18 54.5 -1.6635 N.S. 98.0 0.0361 N.S. 66 3
Risk 19 567.5 0.6119 N.S. 597.0 -0.1713 N.S. 42 29
Risk 20 49.0 -0.4662 N.S. 25.0 -1.6199 N.S. 58 2
Risk 21 138.0 -0.7648 N.S. 137.0 0.7680 N.S. 66 5
Risk 22 49.0 0.8553 N.S. 46.0 -0.9568 N.S. 68 2
-2 4 1 -
Table 33: Mann-Whitney ‘U ’ tests between those patients fo r whom each risk 
factor was present and those for whom it was absent in relation to the 
mean intensity per episode for Verbal Aggression and Aggression 
against Self
Verbal Aggression Aggression against 
Seif
Valid N 
Not Present
Valid N 
Present
U
Z
adjusted P"
level
U
Z
adjusted P-
level
Risk1 423.0 -0.9744 N.S. 487.0 0.1165 N.S. 21 47
Risk 2 484.5 0.6963 N.S. 496.0 -0.7126 N.S. 43 25
Risk 3 86.5 -0.4213 N.S. 90.0 -0.4154 N.S. 67 3
Risks 170.0 0.4789 N.S. 165.0 -0.7729 N.S. 64 6
Risks 327.5 0.2377 N.S. 296.0 -0.9884 N.S. 57 12
Risk 7 483.0 1.0111 N.S. 541.0 0.3596 N.S. 45 25
Risks 526.5 -0.8546 N.S. 509.0 -1.4346 N.S. 35 34
Risk 9 492.0 -0.6380 N.S. 492.0 0.8449 N.S. 30 36
Risk 10 259.5 -0.3491 N.S. 277.0 -0.0474 N.S. 9 62
Risk 11 311.0 0.3542 N.S. 322.0 0.2094 N.S. 51 13
Risk 12 407.0 -1.1706 N.S. 455.0 -0.6948 N.S. 19 52
Risk 13 345.0 -0.7161 N.S. 373.0 -0.3806 N.S. 56 14
Risk 14 575.0 -0.4824 N.S. 522.0 -1.4849 N.S. 30 41
Risk 15 164.0 -0.3575 N.S. 149.0 -0.8989 N.S. 51 7
Risk 16 508.0 -0.4201 N.S. 504.5 0.6142 N.S. 23 47
Risk 17 509.5 0.6863 N.S. 484.0 -1.3338 N.S. 24 47
Risk 18 55.5 1.3304 N.S. 76.5 0.9201 N.S. 66 3
Risk 19 584.0 0.3030 N.S. 545.0 1.0269 N.S. 42 29
Risk 20 27.5 -1.3042 N.S. 14.0 -2.3924 N.S. 58 2
Risk 21 162.5 0.0582 N.S. 129.0 -1.1097 N.S. 66 5
Risk 22 45.0 -0.8413 N.S. 52.0 0.7696 N.S. 68 2
-2 4 2 -
Table 34: Mann-Whitney ‘U’ tests between those patients fo r  whom each riskfactor 
was present and those for whom it was absent in relation to the mean 
intensity per episode for Aggression against Objects and Aggression 
against Others
Aggression against 
Objects
Aggression against 
Others
Vaiid N 
Not Present
Valid N 
Present
U
Z
adjusted P-
level
U
Z
adjusted p-levei
Risk1 463.5 -0.5132 N.S. 461.0 0.5197 N.S. 21 47
Risk 2 472.0 -1.0353 N.S. 493.5 0.6741 N.S. 43 25
Risk 3 75.5 -0.9098 N.S. 100.0 0.0176 N.S. 67 3
Risk 5 146.5 -1.1980 N.S. 159.5 -0.8290 N.S. 64 6
Risk 6 318.5 -0.4820 N.S. 272.0 -1.3618 N.S. 57 12
Risk? 537.0 0.3923 N.S. 531,0 0.4695 N.S. 45 25
Risk 8 510.0 -1.2967 N.S. 554.0 -0.5956 N.S. 35 34
Risk 9 482.0 0.9525 N.S. 408.0 2.0284 N.S. 30 36
Risk 10 217.0 -1.3513 N.S. 208.0 -1.4989 N.S. 9 62
Risk 11 294.0 -0.7752 N.S. 303.5 0.5691 N.S. 51 13
Risk 12 409.5 -1.3841 N.S. 469.5 -0.3887 N.S. 19 52 1
Risk 13 295.0 -1.7874 N.S. 241.0 -2.6957 N.S. 56 14
Risk 14 503.5 -1.6368 N.S. 539.0 -1.0807 N.S. 30 41
Risk 15 170.0 0.2524 N.S. 121.5 -1.6058 N.S. 51 7
Risk 16 496.0 -0.7108 N.S. 474.0 -1.0267 N.S. 23 47
Risk 17 494.0 1.0731 N.S. 545.0 -0.2821 N.S. 24 47
Risk 18 51.5 -1.7765 N.S. 91.5 -0.2712 N.S. 66 3
Risk 19 562.0 0.6934 N.S. 596.5 -0.1786 N.S. 42 29
Risk 20 50.0 -0.4146 N.S. 28.5 -1.4495 N.S. 58 2
Risk 21 128.0 -1.0486 N.S. 138.0 0.7412 N.S. 66 5
Risk 22 49.0 0.8557 N.S. 45.0 -1.0009 N.S. 68 2
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Table 35: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 1 (History o f  Fear Inducing Behaviour). 
Each o f  the four types o f  observed aggression is categorised according 
to ‘class ’ o f  seriousness.
Rank Sum 
Not 
Present
Rank Sum 
Present
U
2
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Ciass 1 849.0 1707.0 549.0 -0.1996 N.S. 24 47
Class 2 965.5 1590.5 462.5 1.4135 N.S. 24 47
Class 3 829.5 1726.5 529.5 -0.4628 N.S. 24 47
Class 4 816.5 1739.5 516.5 -0.7410 N.S. 24 47
Aggression 
against Seif
Class 1 828.0 1728.0 528.0 -1.2554 N.S. 24 47
Class 2 845.0 1711.0 545.0 -0.3424 N.S. 24 47
Ciass 3 864.5 1691.5 563.5 0.0174 N.S. 24 47
Aggression
against
Objects
Class 1 890.0 1666.0 538.0 0.4841 N.S. 24 47
Class 2 910.5 1645.5 517.5 0.8976 N.S. 24 47
Class 3 830.0 1726.0 530.0 -0.8567 N.S. 24 47
Aggression
against
Others
Class 1 893.5 1662.5 534.5 0.4902 N.S. 24 47
Class 2 899.5 1656.5 528.5 0.6046 N.S. 24 47
Class 3 876.0 1680.0 552.0 0.5089 N.S. 24 47
Table 36: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 2 (Current Substance Abuse). Each o f  the 
four types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank Sum 
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Vaiid N 
Present
Verbal
Aggression
Class 1 1778.0 778.0 453.0 1.6080 N.S. 46 25
Class 2 1700.0 856.0 531.0 0.6068 N.S. 40 25
Class 3 1710.0 846.0 521.0 0.7174 N.S. 46 25
Class 4 1686.0 870.0 545.0 0.4635 N.S. 46 25
Aggression 
against Self
Class 1 1657.0 899.0 574.0 0.0345 N.S. 46 25
Class 2 1601.0 955.0 520.0 -0.9817 N.S. 46 25
Class 3 1622.5 933.5 541.5 -1.1570 N.S. 46 25
Aggression
against
Objects
Class 1 1695.0 861.0 536.0 0.7192 N.S. 46 25
Class 2 1723.5 832.5 507.5 1.2905 N.S. 46 25
Class 3 1590.0 966.0 509.0 -1.6470 N.S. 46 25
Aggression
against
Others
Class 1 1673.0 883.0 558.0 0.2798 N.S. 46 25
Class 2 1767.0 789.0 464.0 1.8724 N.S. 46 25
Ciass 3 1646.0 910.0 565.0 -0.4200 N.S. 46 25
-2 4 4 -
Table 37: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 3 (Obsessions). Each o f  the four types o f  
observed aggression is categorised according to ‘class ’ o f  seriousness.
Rank
Sum
Not
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2386.5 169.5 40.5 -1.9245 N.S. 68 3
Class 2 2414.0 142.0 68.0 -1.1134 N.S. 68 3
Class 3 2427.5 128.5 81.5 -0.6467 N.S. 68 3
Class 4 2439.0 117.0 93.0 -0.3302 N.S. 68 3
Aggression 
against Self
Class 1 2452.5 103.5 97.5 0.3690 N.S. 68 3
Class 2 2434.0 122.0 88.0 -0.5933 N.S. 68 3
Class 3 2452.5 103.5 97.5 0.3690 N.S. 68 3
Aggression
against
Objects
Class 1 2403.0 153.0 57.0 -1.9703 N.S. 68 3
Class 2 2464.5 91.5 85.5 0.7490 N.S. 68 3
Class 3 2457.0 99.0 93.0 0.5332 N.S. 68 3
Aggression
against
Others
Class 1 2430.0 126.0 84.0 -0.7033 N.S. 68 3
Class 2 2429.0 127.0 83.0 -0.7609 N.S. 68 3
Class 3 2451.0 105.0 99.0 0.2992 N.S. 68 3
Table 38: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 5 (Impaired Memory). Each o f  the four 
types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Ciass 1 2327.0 229.0 182.0 -0.2942 N.S. 65 6
Class 2 2313.5 242.5 168.5 -0.6276 N.S. 65 6
Class 3 2317.5 238.5 172.5 -0.5133 N.S. 65 6
Class 4 2363.5 192.5 171.5 0.6235 N.S. 65 6
Aggression 
against Self
Class 1 2349.0 207.0 186.0 0.5338 N.S. 65 6
Class 2 2309.0 247.0 164.0 -0.9502 N.S. 65 6
Class 3 2314.5 241.5 169.5 -1.5123 N.S. 65 6
Aggression
against
Objects
Class 1 2335.0 221.0 190.0 -0.1583 N.S. 65 6
Class 2 2334.5 221.5 189.5 -0.1806 N.S. 65 6
Class 3 2325.0 231.0 180.0 -0.6428 N.S. 65 6
Aggression
against
Others
Class 1 2278.0 278.0 133.0 -1.7520 N.S. 65 6
Class 2 2342.5 213.5 192.5 0.0724 N.S. 65 6
Class 3 2346.0 210.0 189.0 0.4327 N.S. 65 6
-2 4 5 -
Table 39: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 6 (Confusional State). Each o f  the four 
types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
Ü
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2164.0 392.0 314.0 0.6719 N.S. 59 12
Class 2 2112.5 443.5 342.5 -0.2021 N.S. 59 12
Class 3 2133.5 422.5 344.5 0.1609 N.S. 59 12
Class 4 2131.0 425.0 347.0 0.1378 N.S. 59 12
Aggression 
against Self
Class 1 2142.0 414.0 336.0 0.7923 N.S. 59 12
Class 2 2060.0 496.0 290.0 -1.4559 N.S. 59 12
Class 3 2107.5 448.5 337.5 -0.7263 N.S. 59 12
Aggression
against
Objects
Class 1 2125.0 431.0 353.0 0.0235 N.S. 59 12
Class 2 2151.5 404.5 326.5 0.6700 N.S. 59 12
Class 3 2127.0 429.0 351.0 0.0954 N.S. 59 12
Aggression
against
Others
Class 1 2035.0 521.0 265.0 -1.8666 N.S. 59 12
Class 2 2100.5 455.5 330.5 -0.5052 N.S. 59 12
Class 3 2136.0 420.0 342.0 0.6423 N.S. 59 12
Table 40: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 7 (Hallucinations). Each o f  the four types 
o f observed aggression is categorised according to ‘class ' o f  
seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1664.0 892.0 567.0 0.1054 N.S. 46 25
Class 2 1701.0 855.0 530.0 0.6206 N.S. 46 25
Class 3 1723.5 832.5 507.5 0.8968 N.S. 46 25
Class 4 1802.5 753.5 428.5 2.2635 N.S. 46 25
Aggression 
against Self
Class 1 1693.5 862.5 537.5 1.2952 N.S. 46 25
Class 2 1641.0 915.0 560.0 -0.2677 N.S. 46 25
Class 3 1659.0 897.0 572.0 0.1036 N.S. 46 25
Aggression
against
Objects
Class 1 1694.0 862.0 537.0 0.7008 N.S. 46 25
Class 2 1757.0 799.0 474.0 1.9309 N.S. 46 25
Class 3 1588.0 968.0 507.0 -1.6969 N.S. 46 25
Aggression
against
Others
Class 1 1682.0 874.0 549.0 0.4279 N.S. 46 25
Class 2 1767.0 789.0 464.0 1.8724 N.S. 46 25
Class 3 1610.0 946.0 529.0 -1.9320 N.S. 46 25
-2 4 6 -
Table 41: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 8 (Delusions). Each o f  the four types o f  
observed aggression is categorised according to ‘class ’ o f  seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1151.5 1333.5 485.5 -1.6218 N.S. 36 34
Class 2 1184.0 1301.0 518.0 -1.2741 N.S. 36 34
Class 3 1200.5 1284.5 534.5 -1.0099 N.S. 36 34
Class 4 1224.0 1261.0 558.0 -0.8261 N.S. 36 34
Aggression 
against Self
Class 1 1224.0 1261.0 558.0 -1.8082 N.S. 36 34
Class 2 1212.0 1273.0 546.0 -1.1811 N.S. 36 34
Class 3 1260.0 1225.0 594.0 -0.6027 N.S. 36 34
Aggression
against
Objects
Class 1 1260.0 1225.0 594.0 -0.3339 N.S. 36 34
Class 2 1254.5 1230.5 588.5 -0.4359 N.S. 36 34
Class 3 1276.5 1208.5 610.5 -0.0363 N.S. 36 34
Aggression
against
Others
Class 1 1201.0 1284.0 535.0 -1.2302 N.S. 36 34
Class 2 1212.0 1273.0 546.0 -1.0807 N.S. 36 34
Ciass 3 1276.5 1208.5 610.5 -0.0611 N.S. 36 34
Table 42: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 9 (Poor Compliance with Medication). 
Each o f  the four types o f  observed aggression is categorised according 
to ‘class ’ o f  seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1080.0 1266.0 552.0 -0.3195 N.S. 32 36
Class 2 1089.5 1256.5 561.5 -0.2038 N.S. 32 36
Class 3 993.0 1353.0 465.0 -1.5012 N.S. 32 36
Class 4 1107.5 1238.5 572.5 0.0554 N.S. 32 36
Aggression 
against Self
Class 1 : 1089.0 1257.0 561.0 -0.5179 N.S. 32 36
Class 2 1154.5 1191.5 525.5 0.9338 N.S. 32 36
Class 3 1123.0 1223.0 557.0 0.6561 N.S. 32 36
Aggression
against
Objects
Class 1 1063.0 1283.0 535.0 -0.7858 N.S. 32 36
Class 2 1072.0 1274.0 544.0 -0.6133 N.S. 32 36
Class 3 1143.0 1203.0 537.0 0.9739 N.S. 32 36
Aggression
against
Others
Class 1 1160.5 1185.5 519.5 0.9337 N.S. 32 36
Class 2 1204.0 1142.0 476.0 1.6932 N.S. 32 36
Class 3 1106.5 1239.5 573.5 0.1049 N.S. 32 36
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Table 43: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 10 (Formal Admission Status). Each o f the 
four types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank Sum 
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 300.0 2256.0 255.0 -0.4541 N.S. 9 62
Class 2 202.5 2353.5 157.5 -2.4057 0.05 9 62
Class 3 231.5 2324.5 186.5 -1.7643 N.S. 9 62
Class 4 361.0 2195.0 242.0 0.8207 N.S. 9 62
Aggression 
against Seif
Class 1 310.5 2245.5 265.5 -0.6694 N.S. 9 62
Class 2 336.5 2219.5 266.5 0.3203 N.S. 9 62
Class 3 310.5 2245.5 265.5 -0.6694 N.S. 9 62
Aggression
against
Objects
Class 1 303.0 2253.0 258.0 -0.5560 N.S. 9 62
Class 2 274.5 2281.5 229.5 -1.3585 N.S. 9 62
Class 3 297.0 2259.0 252.0 -0.9673 N.S. 9 62
Aggression
against
Others
Class 1 285.0 2271.0 240.0 -0.9213 N.S. 9 62
Class 2 256.5 2299.5 211.5 -1.6346 N.S. 9 62
Class 3 315.0 2241.0 270.0 -0.5427 N.S. 9 62
Table 44: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 11 (Previous Convictions resulting in a 
Custodial Sentence). Each o f the four types o f  observed aggression is 
categorised according to ‘class ’ o f  seriousness.
Rank
Sum
Not
Present
Rank Sum 
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2166.0 390.0 299.0 1.2696 N.S. 58 13
Ciass 2 2167.0 389.0 298.0 1.3456 N.S. 58 13
Class 3 2171.5 384.5 293.5 1.3701 N.S. 58 13
Class 4 2013.0 543.0 302.0 -1.4311 N.S. 58 13
Aggression 
against Self
Class 1 2107.5 448.5 357.5 0.8318 N.S. 58 13
Class 2 2066.0 490.0 355.0 -0.4850 N.S, 58 13
Class 3 2107.5 448.5 357.5 0.8318 N.S. 58 13
Aggression
against
Objects
Class 1 2096.0 460.0 369.0 0.1822 N.S. 58 13
Class 2 2125.0 431.0 340.0 0.8736 N.S. 58 13
Class 3 2054.0 502.0 343.0 -1.0478 N.S. 58 13
Aggression
against
Others
Class 1 2159.0 397.0 306.0 1.4429 N.S. 58 13
Class 2 2151.5 404.5 313.5 1.3228 N.S. 58 13
Class 3 2066.0 490.0 355.0 -1.1411 N.S. 58 13
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Table 45: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 12 (Aged below 30 or between 60 & 65). 
Each o f  the four types o f  observed aggression is categorised according 
to ‘class’ o f  seriousness.
Rank
Sum
Not
Present
Rank Sum 
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 626.5 1929.5 436.5 -0.8176 N.S. 19 52
Class 2 619.0 1937.0 429.0 -0.9672 N.S. 19 52
Class 3 530.0 2026.0 340.0 -2.2074 N.S. 19 52
Class 4 615.5 1940.5 425.5 -1.1418 N.S. 19 52
Aggression 
against Self
Class 1 690.0 1866.0 488.0 0.2236 N.S. 19 52
Class 2 633.5 1922.5 443.5 -0.9725 N.S. 19 52
Class 3 691.0 1865.0 487.0 0.2608 N.S. 19 52
Aggression
against
Objects
Class 1 678.0 1878.0 488.0 -0.1194 N.S. 19 52
Class 2 648.0 1908.0 458.0 -0.7425 N.S. 19 52
Class 3 661.0 1895.0 471.0 -0.6192 N.S. 19 52
Aggression
against
Others
Class 1 629.5 1926.5 439.5 -0.9676 N.S. 19 52
Class 2 705.5 1850.5 472.5 0.3913 N.S. 19 52
Class 3 665.0 1891.0 475.0 -0.8609 N.S. 19 52
Table 46: Differences between mean number o f  aggressive incidents fo r  patients 
with and without Risk Factor 13 (Hypomania or Mania). Each o f  the 
four types o f observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1874.5 610.5 278.5 -1.8182 N.S. 56 14
Class 2 1864.0 621.0 268.0 -2.1000 N.S. 56 14
Class 3 1918.5 566.5 322.5 -1.1315 N.S. 56 14
Class 4 1938.5 546.5 342.5 -0.9462 N.S. 56 14
Aggression 
against Self
Class 1 1974.0 511.0 378.0 -0.5857 N.S. 56 14
Class 2 1975.5 509.5 379.5 -0.2706 N.S. 56 14
Class 3 2009.0 476.0 371.0 0.8786 N.S. 56 14
Aggression
against
Objects
Class 1 1896.5 588.5 300.5 -2.0460 N.S. 56 14
Class 2 1850.5 634.5 254.5 -3.1871 <0.01 56 14
Class 3 1996.5 488.5 383.5 0.2570 N.S. 56 14
Aggression
against
Others
Class 1 1852.5 632.5 256.5 -2.7050 <0.02 56 14
Class 2 1852.5 632.5 256.5 -2.7724 <0.02 56 14
Class 3 2002.0 483.0 378.0 0.7122 N.S. 56 14
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Table 47: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 14 (Agitated Presentation). Each o f  the 
four types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z"' ' 
adjusted
p-level
Valid N 
r? Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 950.5 1605.5 485.5 -1.6504 N.S. 30 41
Class 2 941.5 1614.5 476.5 -1.8470 N.S. 30 41
Ciass 3 923.0 1633.0 458.0 -2.0169 N.S. 30 41
Class 4 1129.0 1427.0 566.0 0.7320 N.S. 30 41
Aggression 
against Self
Class 1 1035.0 1521.0 570.0 -1.5028 N.S. 30 41
Class 2 996.5 1559.5 531.5 -1.4411 N.S. 30 41
Class 3 1071.5 1484.5 606.5 -0.2839 N.S. 30 41
Aggression
against
Objects
Class 1 973.0 1583.0 508.0 -1.9080 N.S. 30 41
Ciass 2 985.0 1571.0 520.0 -1.7561 N.S. 30 41
Class 3 1097.0 1459.0 598.0 0.4102 N.S. 30 41
Aggression
against
Others
Class 1 952.0 1604.0 487.0 -2.0367 N.S. 30 41
Class 2 988.0 1568.0 523.0 -1.5005 N.S. 30 41
Class 3 1121.0 1435.0 574.0 1.6650 N.S. 30 41
Table 48: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 15 (Relatives in Immediate Family with a 
History o f  Psychotic Disorder). Each o f the four types o f  observed 
aggression is categorised according to ‘class ’ o f  seriousness.
Rank Sum 
Not 
Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1491.0 220.0 165.0 -0.3501 N.S. 51 7
Class 2 1484.0 227.0 158.0 -0.5686 N.S. 51 7
Class 3 1509.0 202.0 174.0 0.1189 N.S. 51 7
Class 4 1483.0 228.0 157.0 -0.6381 N.S. 51 7
Aggression 
against Self
Class 1 1515.0 196.0 168.0 0.6530 N.S. 51 7
Class 2 1460.0 251.0 134.0 -1.4548 N.S. 51 7
Class 3 1515.0 196.0 168.0 0.6530 N.S. 51 7
Aggression
against
Objects
Class 1 1489.0 222.0 163.0 -0.5409 N.S. 51 7
Class 2 1483.5 227.5 157.5 -0.7615 N.S. 51 7
Class 3 1522.0 189.0 161.0 0.8580 N.S. 51 7
Aggression
against
Others
Class 1 1436.5 274.5 110.5 -2.1622 N.S. 51 7
Class 2 1477.0 234.0 151.0 -0.8527 N.S. 51 7
Class 3 1511.5 199.5 171.5 0.5285 N.S. 51. 7
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Table 49: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 16 (Physically aggressive to people or 
objects during event resulting in admission, on arrival or during 
admission procedure). Each o f  the four types o f  observed aggression is 
categorised according to ‘class ’ o f seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Vaiid N 
Not 
Present
Vaiid N 
Present
Verbal
Aggression
Class 1 731.5 1753.5 455.5 -1.1596 N.S. 23 47
Class 2 765.5 1719.5 489.5 -0.7276 N.S. 23 47
Class 3 685.0 1800.0 409.0 -1.8082 N.S. 23 47
Class 4 760.0 1725.0 484.0 -0.9022 N.S. 23 47
Aggression 
against Self
Class 1 782.0 1703.0 506.0 -1.2292 N.S. 23 47
Class 2 839.0 1646.0 518.0 0.4148 N.S. 23 47
Class 3 852.0 1633.0 505.0 1.2649 N.S. 23 47
Aggression
against
Objects
Ciass 1 781.0 1704.0 505.0 -0.6760 N.S. 23 47
Ciass 2 727.0 1758.0 451.0 -1.7667 N.S. 23 47
Class 3 828.0 1657.0 529.0 0.3220 N.S. 23 47
Aggression
against
Others
Class 1 730.0 1755.0 454.0 -1.4706 N.S. 23 47
Class 2 722.5 1762.5 446.5 -1.6825 N.S. 23 47
Class 3 828.0 1657.0 529.0 0.4982 N.S. 23 47
Table 50: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 17 (Ward more than 70% full). Each o f  the 
four types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 840.0 1716.0 540.0 -0.3194 N.S. 24 47
Class 2 768.0 1788.0 468.0 -1.3369 N.S. 24 47
Class 3 794.0 1762.0 494.0 -0.9390 N.S. 24 47
Class 4 860.5 1695.5 560.5 -0.0546 N.S. 24 47
Aggression 
against Self
Class 1 828.0 1728.0 528.0 -1.2554 N.S. 24 47
Class 2 784.0 1772.0 484.0 -1.4418 N.S. 24 47
Class 3 864.5 1691.5 563.5 0.0174 N.S. 24 47
Aggression
against
Objects
Class 1 826.0 1730.0 526.0 -0.7076 N.S. 24 47
Class 2 867.5 1688.5 560.5 0.0676 N.S. 24 47
Class 3 938.0 1618.0 490.0 1.8646 N.S. 24 47
Aggression
against
Others
Class 1 810.0 1746.0 510.0 -0.8973 N.S. 24 47
Class 2 817.0 1739.0 517.0 -0.8005 N.S. 24 47
Class 3 840.0 1716.0 540.0 -1.0178 N.S. 24 47
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Table 51: Differences between mean number o f  aggressive incidents for patients 
with and without Risk Factor 18 (Psychopathic Disorder). Each o f  the 
four types o f observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2356.5 58.5 52.5 1.4991 N.S. 68 3
Class 2 2347.5 67.5 61.5 1.2821 N.S. 68 3
Ciass 3 2353.5 61.5 55.5 1.4265 N.S. 68 3
Class 4 2305.0 110.0 94.0 -0.1905 N.S. 68 3
Aggression 
against Self
Ciass 1 2314.5 100.5 94.5 0.3747 N.S. 68 3
Class 2 2328.0 87.0 81.0 0.8018 N.S. 68 3
Class 3 2314.5 100.5 94.5 0.3747 N.S. 68 3
Aggression
against
Objects
Class 1 2326.5 88.5 82.5 0.7619 N.S. 68 3
Class 2 2293.0 122.0 82.0 -0.7849 N.S. 68 3
Class 3 2284.0 131.0 73.0 -1.5653 N.S. 68 3
Aggression
against
Others
Class 1 2332.5 82.5 76.5 0.9175 N.S. 68 3
Ciass 2 2297.5 117.5 86.5 -0.5235 N.S. 68 3
Class 3 2313.0 102.0 96.0 0.3037 N.S. 68 3
Table 52: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 19 (Verbally threatening during event 
resulting in admission, on arrival or during admission). Each o f  the four 
types o f  observed aggression is categorised according to ‘class ’ o f  
seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 1485.0 1071.0 582.0 -0.3458 N.S. 42 29
Class 2 1422.5 1133.5 519.5 -1.1994 N.S. 42 29
Class 3 1534.5 1021.5 586.5 0.2905 N.S. 42 29
Class 4 1509.5 1046.5 606.5 -0.0375 N.S. 42 29
Aggression 
against Self
Class 1 1520.0 1036.0 601.0 0.2685 N.S. 42 29
Class 2 1557.0 999.0 564.0 0.7805 N.S. 42 29
Class 3 1555.5 1000.5 565.5 1.4599 N.S. 42 29
Aggression
against
Objects
Class 1 1538.0 1018.0 583.0 0.4659 N.S. 42 29
Class 2 1528.0 1028.0 593.0 0.2972 N.S. 42 29
Class 3 1564.0 992.0 557.0 1.2609 N.S. 42 29
Aggression
against
Others
Class 1 1517.0 1039.0 604.0 ,0.0800 N.S. 42 29
Class 2 1513.5 1042.5 607.5 0.0246 N.S. 42 29
Class 3 1505.0 1051.0 602.0 -0.2857 N.S. 42 29
252-
Table 53: Differences between mean number o f aggressive incidents fo r  patients 
with and without Risk Factor 20 (Other family members have a history 
o f  violence). Each o f  the four types o f  observed aggression is 
categorised according to ‘class ’ o f  seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2485.0 71.0 68.0 0.0380 N.S. 69 2
Class 2 2471.5 84.5 56.5 -0.4977 N.S. 69 2
Class 3 2482.5 73.5 67.5 -0.0575 N.S. 69 2
Class 4 2467.0 89.0 52.0 -0.7582 N.S. 69 2
Aggression 
against Self
Ciass 1 2487.0 69.0 66.0 0.2991 N.S. 69 2
Class 2 2429.0 127.0 14.0 -2.8339 N.S. 69 2
Class 3 2487.0 69.0 66.0 0.2991 N.S. 69 2
Aggression
against
Objects
Ciass 1 2465.0 91.0 50.0 -1.0115 N.S. 69 2
Class 2 2464.5 91.5 49.5 -1.0762 N.S. 69 2
Class 3 2490.0 66.0 63.0 0.4322 N.S. 69 2
Aggression
against
Others
Ciass 1 2435.0 121.0 20.0 -2.3277 N.S. 69 2
Class 2 2470.5 85.5 55.5 -0.6574 N.S. 69 2
Class 3 2486.0 70.0 67.0 0.2425 N.S. 69 2
Table 54: Differences between mean number o f  aggressive incidents fo r  patients 
with and without Risk Factor 21 (Poor/No English -  English as a 
Second Language). Each o f  the four types o f  observed aggression is 
categorised according to ‘class ’ o f  seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
Z
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Ciass 1 2352.0 204.0 141.0 -0.5905 N.S. 66 5
Class 2 2418.0 138.0 123.0 1.0814 N.S. 66 5
Class 3 2430.0 126.0 111.0 1.3393 N.S. 66 5
Ciass 4 2379.5 176.5 161.5 0.1009 N.S. 66 5
Aggression 
against Self
Class 1 2383.5 172.5 157.5 0.4836 N.S. 66 5
Class 2 2340.5 215.5 129.5 -1.1829 N.S. 66 5
Class 3 2349.0 207.0 138.0 -1.7408 N.S. 66 5
Aggression
against
Objects
Class 1 2406.0 150.0 135.0 1.0328 N.S. 66 5
Class 2 2403.5 152.5 137.5 0.9814 N.S. 66 5
Class 3 2323.0 233.0 112.0 -2.4690 N.S. 66 5
Aggression
against
Others
Class 1 2387.0 169.0 154.0 0.3379 N.S. 66 5
Ciass 2 2413.5 142.5 127.5 1.1808 N.S. 66 5
Class 3 2381.0 175.0 160.0 0.3920 N.S. 66 5
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Table 55: Differences between mean number o f aggressive incidents for patients 
with and without Risk Factor 22 (Sensory Disability). Each o f  the four 
types o f  observed aggression is categorised according to 'class ’ o f  
seriousness.
Rank Sum 
Not Present
Rank
Sum
Present
U
2
adjusted
p-level
Valid N 
Not 
Present
Valid N 
Present
Verbal
Aggression
Class 1 2352.0 204.0 141.0 -0.5905 N.S. 66 5
Class 2 2418.0 138.0 123.0 1.0814 N.S. 66 5
Class 3 2430.0 126.0 111.0 1.3393 N.S. 66 5
Class 4 2379.5 176.5 161.5 0.1009 N.S. 66 5
Aggression 
against Self
Class 1 2383.5 172.5 157.5 0.4836 N.S. 66 5
Class 2 2340.5 215.5 129.5 -1.1829 N.S. 66 5
Class 3 2349.0 207.0 138.0 -1.7408 N.S. 66 5
Aggression
against
Objects
Class 1 2406.0 150.0 135.0 1.0328 N.S. 66 5
Class 2 2403.5 152.5 137.5 0.9814 N.S. 66 5
Class 3 2323.0 233.0 112.0 -2.4690 N.S. 66 5
Aggression
against
Others
Class 1 2387.0 169.0 154.0 0.3379 N.S. 66 5
Class 2 2413.5 142.5 127.5 1.1808 N.S. 66 5
Class 3 2381.0 175.0 160.0 0.3920 N.S. 66 5
Table 56: Comparison between Schizophrenic and Non-Schizophrenic patients for  
mean extent o f  aggression scores across the four types o f  observed 
aggression
U
Z
adjusted
p-level
Valid N 
Schizophrenic
Valid N 
Others
Verbal Aggression 531.0 0.9452 N.S. 29 42
Aggression against Self 515.0 1.5030 N.S. 29 42
Aggression against Objects 460.0 2.1969 N.S. 29 42
Aggression against Others 592.5 0.2356 N.S. 29 42
Table 57: Comparison between Schizophrenic and Non-Schizophrenic patients for  
mean intensity o f  aggression scores across the four types o f  observed 
aggression
U
Z
adjusted
p-levei
Valid N 
Schizophrenic
Valid N 
Others
Verbal Aggression 553.0 0.6787 N.S. 29 42
Aggression against Self 525.0 1.3478 N.S. 29 42
Aggression against Objects 461.0 2.1833 N.S. 29 42
Aggression against Others 588.5 -0.2929 N.S. 29 42
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Table 58; Comparison between Substance Abuse Disorder patients and the
remaining patients in the sample for mean extent o f  aggression scores 
across the four types o f  observed aggression
U
Z
adjusted
p-level
Valid N 
Substance 
Abuse Disorder
Valid N 
Others
Verbal Aggression 266 -0.2327 N.S. 9 62
Aggression against Self 241 -0.8977 N.S. 9 62
Aggression against Objects 273 -0.1307 N.S. 9 62
Aggression against Others 226 1.1179 N.S. 9 62
Table 59: Comparison between Substance Abuse Disorder patients and the 
remaining patients in the sample for mean intensity o f  aggression 
scores across the four types o f  observed aggression
U
Z
adjusted
p-level
Valid N 
Substance 
Abuse Disorder
Valid N 
Others
Verbal Aggression 278 0.0179 N.S. 9 62
Aggression against Self 252 -0.6400 N.S. 9 62
Aggression against Objects 273 0.1308 N.S. 9 62
Aggression against Others 224 1.1611 N.S. 9 62
Table 60: Comparison between Bipolar Disorder or Hypomanie patients and the 
remaining patients in the sample for mean extent o f  aggression scores 
across the four types o f observed aggression
U
Z
adjusted
p-level
Valid N 
Bipolar Disorder 
or Hypomania
Valid N 
Others
Verbal Aggression 277.0 -1.2238 N.S. 59 12
Aggression against Self 313.0 -0.8599 N.S. 59 12
Aggression against Objects 230.5 -2.3884 N.S. 59 12
Aggression against Others 218.5 -2.5373 <0.05 59 12
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Table 61; Comparison between Bipolar Disorder or Hypomanie patients and the
remaining patients in the sample for mean intensity o f aggression
scores across the four types of observed aggression
U
Z
adjusted
p-levei
Valid N 
Bipolar Disorder 
or Hypomania
Valid N 
Others
Verbal Aggression 278 0.0179 N.S. 9 62
Aggression against Self 252 -0.6400 N.S. 9 62
Aggression against Objects 273 0.1308 N.S. 9 62
Aggression against Others 224 1.1611 N.S, 9 62
Table 62: Difference between those patients observed to have engaged in Verbal 
Aggression and those who did not across the nine clinical dimensions 
o f the SCL-90 Analogue
Rank Sum 
No
Rank Sum 
Yes
u
z
adjusted
p-level
Valid N 
No
Vaiid N 
Yes
SOM 2684369.5 204036.5 138473.5 -4.7445 0.001 2256 147
0_C 2709145.5 176857.5 165505.5 -0.0454 N.S. 2255 147
i_S 2696062.0 192344.0 147909.0 -2.6420 0.1 2257 146
DEP 2718977.0 169429.0 158551.0 1.0411 N.S. 2256 147
ANX 2696694.0 186907.0 153054.0 -1.6707 N.S. 2255 146
NOS 2570548.0 315455.0 26908.0 -20.6237 0.001 2255 147
PHOB 2710451.0 175552.0 164674.0 0.2156 N.S. 2255 147
PARA 2674698.0 211305.0 128802.0 -4.6743 0.001 2256 146
PSY 2685814.0 197787.0 144429.0 -2.6516 0.01 2254 147
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Table 63: Difference between those patients observed to have engaged in
Aggression against Self and those who did not across the nine clinical 
dimensions o f  the SCL-90 Analogue
Rank Sum 
No
Rank Sum 
Yes
U
Z
adjusted
p-level
Valid N 
No
Valid N 
Yes
SOM 2862286.0 35742.0 21750.0 -2.8556 0.05 2383 24
o _c 2866571.0 29050.0 28418.0 -0.0763 N.S. 2382 24
LS 2861002.0 37026.0 20466.0 -3.0555 0.05 2383 24
DEP 2864400.0 33628.0 23864.0 -1.6312 N.S. 2383 24
ANX 2858377.0 34838.0 22606.0 -2.0666 N.S. 2381 24
HQS 2845349.0 50272.0 7196.0 -7.6386 0.001 2382 24
PHOB 2866048.5 29572.5 27895.5 -0.3337 N.S. 2382 24
PARA 2859166.5 36454.5 21013.5 -2.3647 N.S. 2382 24
PSY 2858719.5 34495.5 22948.5 -1.6889 N.S. 2381 24
Table 64: Difference between those patients observed to have engaged in
Aggression against Objects and those who did not across the nine 
clinical dimensions o f  the SCL-90 Analogue
Rank Sum 
No
Rank Sum 
Yes
U Z
adjusted
p-level Valid N 
No
Valid N 
Yes
SOM 2848871.0 49157.0 32120.0 -2.8871 0.05 2373 34
0_C 2855481.5 40139.5 39544.5 0.3018 N.S. 2372 34
l_S 2852592.0 45436.0 35841.0 -1.4239 N.S. 2373 34
DEP 2855646.0 42382.0 38895.0 -0.4197 N.S. 2373 34
ANX 2851511.5 41703.5 37133.5 -0.5933 N.S. 2372 33
HQS 2818393.5 77227.5 4015.5 -10.9178 0.001 2372 34
PHOB 2854763.0 40858.0 40263.0 0.0249 N.S. 2372 34
PARA 2840865.0 54756.0 26487.0 -3.6389 0.01 2372 34
PSY 2837078.0 56137.0 25072.0 -3.8523 0.001 2371 34
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Table 65: Difference between those patients observed to have engaged in
Aggression against Others and those who did not across the nine 
clinical dimensions o f  the SCL-90 Analogue
Rank Sum 
No
Rank Sum 
Yes
U
Z
adjusted
p-level
Vaiid N 
No
Valid N 
Yes
SOM 2809987.0 88041.0 56956.0 -3.8491 0.001 2346 61
0_C 2820781.0 74840.0 70096.0 -0.4147 N.S. 2345 61
LS 2816827.5 81200.5 61449.5 -2.1462 N.S. 2347 60
DEP 2830280.0 67748.0 65857.0 1.2412 N.S. 2346 61
ANX 2813721.5 79493.5 65381.5 -1.3381 N.S. 2344 61
HQS 2763404.5 132216.5 12719.5 -13.2765 0.001 2345 61
PHOB 2822849.0 72772.0 70881.0 0.1966 N.S. 2345 61
PARA 2805937.0 89684.0 55252.0 -3.2128 0.05 2345 61
PSY 2791848 0 101367.0 43508.0 -5.3132 0.001 2344 61
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Abstract
This study notes that despite extensive empirical work in the area of 
‘attempted suicide’ these studies are almost all atheoretical. After examining 
the literature, a possible psychodynamic view of ‘attempted suicide’ is 
proposed. The Beck Suicidal Intent Scale, Kidderminster Depression Inventory 
and Personality Deviance Scale were then used to explore a variety of 
hypotheses including the personal characteristics of serious versus non-serious 
suicide attempters, repeaters of suicidal behaviours, males versus females and 
unemployed versus employed suicide attempters. The results show that whilst 
there are interesting correlational trends for the 38 patients, when examined as 
a whole, this population did not differ significantly from a normal population. 
However, when various sub-groups (including unemployed suicide attempters 
and repeaters) were studied, differences between the populations became 
evident. The study provides further evidence that the relationship between 
depression and suicidal intent is due to their correlation with a third variable 
(namely, social submissiveness) which is thought to be related to hopelessness. 
The study concludes that further research is required in order to develop a 
taxonomy for attempted suicide. Further, it suggests that there is much to be 
gained from not restricting this research to empiricism, but argues for an 
integration of the scientific method with hermeneutic traditions. Finally, as a 
consequence of the research findings, recommendations are made with respect 
to some of the difficulties that might be encountered in psychotherapy with 
this patient group.
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1. Introduction
Perhaps one of the most persistent problems facing the National Health 
Service results from the phenomenon termed alternatively, ‘Attempted 
Suicide’, ‘Parasuicide’, ‘Deliberate Self-Injury’ or a range of other terms. As 
will be discussed later, the difficulty with describing the phenomenon with a 
single all-embracing term that accurately takes account of the range of 
associated behaviours is reflected in the wide variety of approaches utilised as 
a reaction to the problem. For the purpose of this introduction and review of 
the relevant literature, the term ‘Attempted Suicide’ will be used unless 
otherwise stated.
1.1 The Extent of the Problem
During the 60’s and 70’s the frequency of attempted suicide increased steadily 
until, by 1982, attempted suicide was the most common reason for admission 
of women to hospital and was exceeded only by ischaemic heart disease as the 
most common reason for admission in men (Ha’wton & Catalan, 1982). 
HaAvton and Catalan (1982) estimate that more than 100,000 admissions per 
year in the United Kingdom are the result of deliberate self-poisoning. Quite 
obviously, the enormity of the problem has placed considerable stress on the 
Health Service as well as upon the Social Services and any voluntary agencies 
involved.
Currently, there is no evidence to suggest that this alarming increase in the rate 
of attempted suicide is slowing and that perhaps it would be optimistic to 
expect it to do so, given the current economic situation in Britain. For 
example, Morgan et al (1976) have reported a 36% unemployment rate in male 
suicide attempters in Bristol. Holding, Buglass, Duffy and Kreitman (1974) 
suggested that the number of unemployed male suicide attempters was as high 
as 49%. Thus, in times of increased stress during the recession, it maybe that 
attempted suicide is exploited as some form of coping mechanism.
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1.2 Who is ‘At Risk’ of Attempting Suicide
To the planners of service delivery for suicide attempters, the question of 
whom is ‘at risk’ of attempting suicide, remains a complex and, as yet, 
unresolved issue. A great deal of research has been carried out and numerous 
possible variables have been investigated. For example, currently there exists 
data with respect to the following variables;
1. Epidemiology of the problem (e.g. Kennedy & Kreitman, 1973; Whitehead, 
Johnson & Ferrence, 1973).
2. Age and sex of the client group (e.g. Hawton & Goldacre, 1982; Ha^wton & 
Catalan, 1982).
3. Socio-economic characteristics and place of residence (e.g. 
Holding e ta l ,  1977; Bancroft, Reynolds, Simkin & Smith, 1975; Gibbons, 
Urwin & Gibbons, 1978).
4. Marital status (e.g. Bancroft et al., 1975; Holding et al., 1974).
5. Methods used (e.g. HavTon & Catalan, 1982; Hawton & Goldacre, 1982; 
Holding er a/., 1974).
6. Repetition of suicide attempters (e.g. Bancroft & Marsack, 1977, Kreitman, 
1977).
Details of how the sample represented in this study compare with the findings 
reported by the authors cited above are given in Section 3.1 of the Results.
1.3 The Diversity of Professional Reactions to Attempted Suicide
Currently, despite the size of the problem for the National Health Service there 
is little consistency between units as small as Health Districts, let alone Health 
Regions, in the way that this population is managed. Although there maybe 
less variation in the nature of medical interventions when patients are admitted 
to the emergency reception rooms of General Hospitals, post-crisis care is 
extremely varied. It may range from discharge as soon as the patient is no 
longer in physical (medical) danger through to an extensive interview with the 
patient by a trained counsellor representative of a service specifically
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organised to handle attempted suicide cases. An example of such a service is 
described in more detail in Section 2.2 of the Method.
It is suggested here that such inconsistency derives from a basic lack of any 
sort of comprehensive theory to account for the phenomena associated with 
attempted suicide. Further, too many ‘helping’ professionals regard the person 
who resorts to self-injury as some sort of malevolent time-waster who is not 
worthy of their patience, skills or understanding. This is especially true in the 
case of those people who make repeated suicide attempts (see Section 1.8).
1.4 Relationship between Depression and Attempted Suicide
The relationship between suicidal behaviours and depression has been 
consistently emphasised by researchers. In fact, Silverman (1968) suggested 
that;
“Depression prior to (consummated) suicide is probably universal; it 
may be a feature o f  all types o f mental diseases associated with suicide 
and in fact, o f  all types o f suicide. ”
This thesis has subsequently been supported by a variety of authors (e.g. 
Robin, Broone & Freeman-Browne, 1968; Flood & Seager, 1968). The picture 
is, however, less clear for those who attempt suicide. For example, Sclare & 
Hamilton (1963) report a depressive illness incidence of 61.5% in patients 
who attempted suicide. Delong and Robins (1960) suggest that the incidence is 
51% whilst McHugh and Goodell propose a figure of 23%. Finally, in the 
studies reviewed, Schmidt et al (1954) suggest that the incidence of depression 
in patients who attempt suicide is as low as 16%.
Silver, Bohnert, Beck and Marcus (1971) suggest that the large discrepancy in 
the results occurs largely as a consequence of the poor diagnosis of depression. 
In an effort to correct this, they utilised the Beck Depression Inventory and 
noted an incidence of depression of 80%. This figure is relatively close to that
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reported by Birtchnell (1970) who suggests a figure of 75% based on a careful 
and methodologically rigorous study of 104 patients at the Crichton Royal 
Hospital in Scotland.
Whilst there is almost certainly a relationship between attempted suicide and 
depression, it should be noted that high scores on a depression inventory do 
not predict attempted suicide, just as an absence of discernible depression does 
not guarantee that an individual will not, at some point, attempt suicide. 
Birtchnell and Alarcon (1971) point out that those who attempt suicide may 
range from relatively normal people reacting to stressful situations through to 
patients with a clear-cut psychiatric illness such as depressive psychosis. As 
Kessell (1965) points out, distress is not the exclusive province of the mentally 
ill. Harrington and Cross (1959) proposed a classification of ‘Acute Situational 
Maladjustment’. They suggested that;
“The main characteristic o f this group was the superficial nature o f the 
suicide attempt, which always followed an acute conflict with another 
person important to themselves, an intense ambivalence towards that 
person, and a mood o f  hostile tension which resulted from the 
suppression o f  aggressive feelings. ”
(Harrington & Cross, 1959; p. 1354)
Thus, the factors determining attempted suicide are numerous. The implication 
is that we must abandon the notion of suicide attempters as comprising a 
homogenous group and set about investigating those factors that might allow 
us to accurately differentiate between the possible sub-groups represented 
within the sample of suicide attempters who we see.
1.5 Hopelessness, Depression and Suicidal Intent in Attempted 
Suicide
Since the publication of Stengel Cook and Kreeger’s (1958) monograph 
research has consistently emphasised the difference between the complex set
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of conditions, variables and parameters that eventually result in suicide and 
those that result in non-fatal self-harm. The reader should note that there is a 
difficulty in classifying the non-suicide group as those who engage in 
deliberate ‘self-harm’. This is because many of those who take overdoses do 
not actually harm themselves. Nevertheless, Dyer and Kreitman (1984) argue 
that there are important and substantial links between the phenomenon of 
suicide and that of attempted suicide. In particular, they cite suicidal intent in 
attempted suicide (i.e. ‘the intensity of the wish to die’) as an important area of 
study.
As has already been discussed, depression is a common finding amongst those 
who attempt suicide. This is even more prevalent amongst consummated 
suicides (Sainsbury, 1978). However, given that not all depressed people harm 
themselves, the occurrence of depression cannot be regarded as an adequate 
explanation for attempted suicide, much less a useful predictive dimension. 
However, if depression is associated with attempted suicide, then it would be 
reasonable to expect that a correlation would exist between depression and 
suicidal intent (Weissman, 1974). The development of instruments such as the 
Beck Suicidal Intent Scale (BSIS) (Beck, Schuyler & Herman, 1974) has 
allowed researchers to investigate this assertion. Indeed Pallis and Sainsbury 
(1976) have used this instrument to demonstrate that, in their sample, suicidal 
intent was significantly related to symptoms of depression during the month 
preceding the attempt.
A further concept to be related to suicidal intent has been that of hopelessness. 
Beck (1963) noticed, during psychotherapy with depressed and suicidal 
patients that suicidal preoccupations were related to the patient’s conceptual­
isation of his/her situation as untenable or hopeless. Beck thus postulated that 
hopelessness was the ‘missing link’ between suicide and depression. In an 
attempt to examine this hypothesis. Minkoff, Bergman, Beck and Beck (1973) 
and Beck, Weissman, Lester and Trexler (1975) used the Hopelessness Scale 
(HS) devised by Beck et al. (1974) alongside the Beck Depression Inventory 
(BDI) and the SIS on samples of hospitalised suicide attempters in
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Philadelphia. They demonstrated that whilst both depression and hopelessness 
were related to suicidal intent, the relationship between depression and 
suicidal intent disappeared if hopelessness was controlled for.
This relationship has been examined by other workers (e.g. Pokomey, Kaplin 
& Tsali, 1975; Wetzel, 1976; Wetzel, Margulies, Davis & Karam, 1980; 
Goldney, 1979). The results of such studies initially suggest that Beck’s 
contention that hopelessness in depression is the critical determinant of suicide 
seems to be correct. However, Pokomey et al (1975) and Wetzel (1976) 
obtained more discrepant results. Further, Dyer and Kreitman (1984) point out 
that the studies cited can be criticised on methodological grounds. Firstly, 
since the subjects utilised in the studies were all hospitalised ‘suicide 
attempters’ it is possible that hospital admission selection factors will have 
spuriously inflated the correlations obtained. Secondly, there seems to be some 
confusion as to whether testing of depression, hopelessnes8 and suicidal intent 
reflected the status of these variables prior to the attempted suicide episode or 
at the time of being questioned (i.e. in hospital after the attempt). Only 
Goldney (1979) states that he asked patients about depression and 
hopelessness prior to the act. Dyer and Kreitman (1984) insist that this is 
essential in the study of causal mechanisms. However, the current author 
argues that the patient’s perception and statement of his/her feelings prior to 
the act of attempted suicide maybe misleading to the researcher in that the 
patient may have expectations about the responses sought after by 
professionals. In other words, patients may have justified their behaviour to 
themselves by thinking that they must have felt depressed and hopeless to have 
attempted suicide. Furthermore, the intervening events between a decision to 
attempt suicide and the time when the suicide attempter is seen by the 
interviewer may well affect the patient’s memory of his/her feelings at the time 
of the attempt. Largely, these methodological problems continue to plague 
research in the field. It may, however, be possible to reduce the effects of these 
confounding influences if depression is assessed by the interviewer (rather 
than by utilising self-report measures) and if any other scales administered are 
shown to be temporally robust in their reliability.
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More recently, Dyer and Kreitman (1984) sought to replicate the Beck findings 
using a British sample of hospital referred suicide attempters. They attempted 
to replicate the findings in a study influenced as little as possible by admission 
selection factors and paid careful attention to the time referencing of the 
measures used. The study was carried out in the Regional Poisoning Treatment 
Centre at the Edinburgh Royal Infirmary. This unit operates a 100% admission 
policy such that anyone with self-poisoning presenting to any casualty
department in the city is admitted. They defined ‘parasuicidal self-poisoning’ 
as ‘an act in which a person deliberately takes a substance in excess of any 
prescribed or generally recognised therapeutic dosage.’ (Kreitman, Philip, 
Greer & Bagley, 1969). Again, their results show that both suicidal intent and 
depression are correlated only when hopelessness is included. They conclude 
that hopelessness is an important causative factor in suicide and that perhaps 
this dimension ought to be an important target symptom in the treatment of 
parasuicidal individuals.
1.6 Classification of Suicide Attempters using Multivariate Methods
In the majority of cases, research in the area of attempted suicide has sought 
understanding through the statistical analysis of samples of suicide attempters. 
By utilising correlational methods it has come to be well recognised that 
attempted suicide patients do not represent a homogenous group with respect 
to their reasons for indulging in the related behaviours. Whilst there have been 
a variety of studies that have sought to establish some form of taxonomy for 
attempted suicide, these have usually been established according to single key 
variables such as demographic data, per8onality or’ motivation (e.g. Wold & 
Tabachnick, 1974; Kreitman, 1976). Relatively few studies have sought to 
apply multivariate analytical methods to the problem of classification.
In a study by Paykel and Rassaby (1978) in which 236 patients identified as 
suicide attempters were included. Principle Component Analysis and a series 
of related analyses revealed three groups. The largest of these comprised 
patients taking overdoses with less risk to life and a predominance of
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‘interpersonal motivations’. A second smaller group is characterised by serious 
suicidal intent associated with violent methods. The third and smallest group 
comprises recurrent attempters with low risk to life and overtly hostile 
behaviour.
1.7 Hostility as a Factor in A ttemp ted Suicide
As has been suggested in the review of the literature so far, hostility is a factor 
that has been observed in relation to attempted suicide. Further, some authors 
have suggested that a relationship exists between depression and hostility. The 
difficulty in studying this relationship is that theorists of some psychological 
orientations would assert that depression is the result of inner-directed hostility 
(a more detailed account of how this may occur is given in Section 1.10).
There is some evidence to suggest that those who attempt suicide (as opposed 
to those who consummate the act) tend to be young single or divorced women 
with problematic and hostile interpersonal relationships (e.g. Schneidman & 
Farberow, 1961; Weissman, Paykel & French, 1973: Roth, 1972). This group 
appears to be similar to that of overtly hostile depressives who also tend to be 
young women (Gershon, Cromer & Klerman, 1968; Paykel, 1971). 
Weissman (1973) suggests that because of the similarities in age and sex 
between depressives and suicide attempters, it has been difficult to separate the 
relative contribution of hostility and depression to the act of attempted suicide.
Paykel and Dienelt (1971) compared depressed patients who made suicide 
attempts with those who did not and found important differences between the 
two groups, which related to the expression of hostility. Unfortunately, 
significant differences in age and sex may have confounded the findings.
Weissman et a l (1973) sought to investigate whether the overt expression of 
hostility in association with depression was an independent factor that was 
predictive of suicide and not subsumed by correlations with age or sex. They 
compared 29 suicide attempters with an equal number of depressives who
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were matched for age, sex, social class, religion and marital status. They 
showed that the two groups did not differ in terms of depression, but that 
suicide attempters were far more overtly hostile during assessment. Thus, the 
conclusions of Paykel and Dienelt were confirmed. Furthermore, their 
comparison of depressed patients who did not attempt suicide with those who 
eventually did showed that depressed suicide attempters were more overtly 
hostile at follow-up and had a history of suicide attempts. The implication is 
that in studying a group of suicide attempters, a profile of increased depression 
and overt hostility might characterise attempted suicide repeaters. The current 
author suggests that if such a result can be replicated then we might have a 
basis for the prediction of those suicide attempters most at risk of repeating the 
act.
1.8 Repetition of Attempted Suicide
A  major problem of attempted suicide is that many people repeat the 
behaviour. Morgan, Barton, Pottle, Pocock and Bums-Cox (1976) suggest that 
the proportion of patients each referred to the same general hospital following 
a repeated attempted suicide is between 15 and 25%. As Hawton and Catalan 
(1982) point out, this does not take account of those who repeat and present at 
different hospitals or of those who die because of the repeat attempt.
Bancroft and Marsack suggest that there are at least three types of repeater: the 
‘chronic repeater’, who tends to move from one crisis to another and who uses 
overdose or self-injury as a habitual method of coping; the ‘acute’ repeater, 
who repeats frequently during a time of particular stress, but who then stops 
when the crisis has passed; and the ‘one-off repeater, who may take a single 
overdose at times of crisis.
Buglass and Horton (1974) suggest that the factors that increase the risk of 
repetition are personality disorder, alcohol abuse, a previous inpatient or 
outpatient psychiatric history, previous attempts and not living with relatives.
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This group of patients poses a special problem in the management of suicide 
attempters. This is because staff may feel antagonised and frustrated in 
perceiving their therapeutic efforts as wasted. It is suggested here that more 
research is needed to isolate and identify the characteristics of repeaters. Thus 
far, interventions aimed at preventing repetition appear to have been, at best, 
only moderately successful (Williams, 1986).
1.9 The Observed Relationship between Attempted Suicide and 
Unemployment
Hawton and Rose (1986) draw our attention to the observation that between 
1979 and 1982, the rate of attempted suicide was approximately 12.7 to 15.4 
times higher in unemployed men than in those with a job. Given the upward 
trend in unemployment, this observation is particularly worrying. This trend 
has been confirmed by Platt and Kreitman (1984) who noted that in 
Edinburgh, the risk of attempted suicide was markedly higher in unemployed 
men as compared with those who were employed. Further, the risk varied in 
proportion to the length of time that men were out of work.
In contrast to these findings, is the work of Furness, Khan and Pickens (1985) 
who, in a study of attempted suicide in Hartlepool (which has a tradition of 
unemployment amongst young men), found that rates of attempted suicide had 
remained stable despite a fourfold increase in the rate of unemployment. Thus, 
the implication is that the relationship between the two variables is complex 
and requires some careful consideration.
The fact that correlations exist between two variables does not necessarily 
imply causation. Although this statement has almost earned the status of a 
statistical cliché, it is often ignored. Hawton and Rose (1986) suggest that their 
results imply two possibilities. The first is that unemployment, in some way, 
causes attempted suicide. This possibility, however, does not explain the 
Hartlepool observations. The second possibility is that unemployment and 
attempted suicide derive their relationship from their correlation with a third 
possible variable. Hawton and Rose propose that people who are vulnerable to
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psychological problems may also be more vulnerable to becoming unemployed 
and remaining unemployed during economic recession and, thus, maybe more 
vulnerable to suicide attempts. The implication, then, is that unemployment 
does not necessarily cause attempted suicide, but that people with 
psychological vulnerability are over-represented in the unemployed 
population. They provide some evidence for this assertion in that the long-term 
unemployed were twice as likely to show psychological vulnerability (as 
measured by previous psychiatric history) as were the short-term unemployed, 
and were more likely to attempt suicide. Further, despite increases in 
unemployment in recent years, the proportion of unemployed people with 
psychological vulnerability remains unchanged, suggesting the it is these 
factors, rather than unemployment per se, that determine attempted suicide.
1.10 The Psychodynamic View of Suicidai Behaviours
Whilst several authors have studied various components of suicidal 
behaviours, our understanding of the related phenomena have been largely at 
the level of empirical research based on the statistical analysis of data derived 
from observation. The study of the literature suggests that, with few exceptions 
(e.g. Stengel, 1964; Fenichel, 1946) our current understanding of the 
phenomena surrounding attempted suicide is strikingly atheoretical. In 
particular, there is little explanation of the observed link between depression 
and suicidal behaviours. As has already been mentioned, a question which still 
requires answering is why some depressed individuals choose suicidal 
behaviours as a means of acting out their distress whilst others do not. In 
attempting to address this issue, it is essential that research in the field occurs 
within a theoretical framework. This not only provides a means of generating 
research hypotheses, but also aids us in the understanding and integration of 
the results we subsequently obtain. For these reasons, the research to be 
presented in the following sections derive from the author’s attempt to 
understand attempted suicide phenomena from a psychodynamic perspective. 
The established link between attempted suicide and depression provides a 
useful starting point in the development of the theory.
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The psychoanalytic view, as proposed by Fenichel (1946), suggests that 
depression is the result of the conflict between ego and superego following the 
introjection of an undesirable object. This introjection occurs as a means of the 
person coping with ambivalence towards a loved one. In other words, by 
introjecting the bad and depriving or punitive parts of a loved one, the person 
may maintain their image of their loved one as a universally good object. The 
current author suggests that this process is akin to the infantile paranoid- 
schizoid position described by Melanie Klein (1932). Thus, the introjection at 
the basis of depression is really the opposite of the defence mechanism of 
projection: the bad characteristics of an object which one dare not become 
aware of because one fears the hatred they would arouse are perceived in one’s 
own ego instead. Therefore, for example, the depressed patient says, “I am bad 
because I am a liar” when he really wants to say, “I am angry with X because 
he has lied to me”.
The result of this introjection is that the superego treats the ego in the same 
way as the person unconsciously wishes that he could treat the object towards 
which he experience ambivalence. Freud (1917) explained the depressive self- 
reproaches (of which Beck has written so extensively (Beck, 1963)) as 
accusations directed against the introjected object. In depression then, the main 
emphasis of personality shifts from ego to superego. The superego has a 
double aspect (which derives from its genesis based on the principle of 
introjection) in that it represents both a protective and a punitive power. Under 
normal circumstances the former prevails although, according to Fenichel, 
occasional punishments are, “accepted for the purposes of conciliation” 
(Fenichel, 1946). In depression, however, the ego continues its attempts to 
achieve reconciliation such that the whole depressive process appears as an 
attempt at reparation, intended to restore the self-esteem that has been 
damaged. In the depressive process, the object that is believed to have brought 
about this imbalance is punished and destroyed for this very reason. The 
potential personal destructiveness of depression can then be understood when 
it is realised that that the hated object has become, by introjection, part of the 
patient himself.
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Suicidal behaviour (where the desired outcome is death) is seen as the result of 
an attempt to alleviate the unbearable tension brought about by the sadism of 
the superego directed at the ego. In the case of the suicide attempter who finds 
the superego tension too great, the behaviour is related to the complete loss of 
self-esteem such that any hope of regaining it is abandoned. As Fenichel 
suggests, “To have desire to live evidently means to feel a certain self-esteem, 
to feel supported by the protective forces of superego.” (Fenichel, 1946; 
p.400). The survival of a suicide attempt by a person with such 
psychodynamics should be considered as a “failed” suicide and, without 
intervention, it is highly likely that such a person will repeat the attempt and 
may very well succeed.
Whilst the above account goes some way to explaining the dynamics of the 
serious suicide attempter (i.e. failed suicide), the dynamics of the rather more 
common “parasuicide” where death is considerably more unlikely requires 
some explanation. The current author concurs with Fenichel’s elucidation of 
“other suicidal acts”. He writes;
“They are the most extreme acts o f  ingratiatory submission to 
punishment and to the superego’s cruelty; simultaneously they are the 
most extreme acts o f rebellion, that is murder - murder o f the original 
objects whose incorporation created the superego, murder it is true, o f  
the kind o f Dorian Gray’s murder o f his image. ”
(Fenichel, 1946; p.400)
(Dorian Gray had to die in order to destroy his image). The implication is that 
the parasuicide is the climax of the accusatory demonstration of misery for the 
sole purpose of coercing forgiveness. Thus, the message conveyed by the 
suicide attempter is, “Look what you have done to me, now you have to be 
good again”. Fenichel reports that the analysis of attempted suicide often
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shows that the idea of being dead or of dying has become connected with 
hopeful and pleasurable fantasies.
This assertion has been further explored by Stengel (1964). He suggests that a 
major difference between the person who attempts suicide with the ultimate 
aim of death and the person who has no such intention is that the effect of the 
non-medically serious suicide attempt (parasuicide) is to significantly alter the 
person’s psychosocial environment. Thus, a psychodynamic theory of 
attempted suicide cannot ignore the interpersonal aspects of the act. In this 
respect, an object-relations view has more utility than a classical 
psychoanalytic perspective. As Stengel suggests, “The role of other people in 
the causation of the fatal suicidal act is not always obvious. In the non-fatal act 
they often come into the picture as objects of love and hate, during and after 
the attempt.”
Stengel draws interesting parallels between the grief reactions of relatives and 
friends of a loved one who has died and the psychological effects of a suicide 
attempt on other people. In other words, the effect of the non-fatal suicide 
attempt is to induce feelings of tenderness and love towards the attempter. 
Further, relatives and friends often experience feelings of guilt whether they 
hold any responsibility for the attempted suicide or not. In this respect, non- 
fatal attempted suicide appears to be a hostile and angry act. An obvious major 
difference between the experience of the relative of a person who has died and 
that of a non-fatal suicide attempter is that the suicide attempter’s friends and 
relations still have an opportunity to make recompense and alleviate their 
feelings of guilt. From this standpoint, non-fatal attempted suicide has a 
powerful functional aspect to it and has the potential to significantly change 
the suicide attempter’s experience of relationships with those around him/her.
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2. Method
2.1 Aims of the Research
The literature suggests that the decisions made with respect to the management 
and disposal of suicide attempters must be the result of the careful and 
extensive assessment of each individual case. In recent years, measures of 
hopelessness depression and the seriousness of the attempt have directed the 
thinking of professionals with respect to the disposal decisions they make. As 
has been alluded to in the review of the literature the difficulty in making these 
decisions relates to our lack of understanding of the variety and differences 
between individuals who attempt suicide. It is suggested here that a clearer 
understanding of the personality determinants of people who attempt suicide 
may assist professionals in making decisions about how best to manage 
attempted suicide cases. As is the case with 80 many psychological difficulties 
that present clinically, it is suggested here that the overt behaviour of the 
individual tells us little about the motivation behind the behaviour. At a most 
general level, therefore, it is hoped that the research to be presented will 
contribute at both a clinical and a theoretical level to our understanding of the 
phenomenon of non-fatal attempted suicide.
The aims of the study can be divided into two parts. The first relates to the 
overall aim of the study which is to examine differences between those 
individuals whose non-fatal act of deliberate self-harm was motivated by the 
intention of ending their lives and those for whom fatality was not the primary 
motive. The second part of the study is concerned with the study of differences 
between the male and female suicide attempters, employed and unemployed 
suicide attempters and repeaters and non-repeaters. The effects of age and 
marital status will also be studied.
2.2 The Setting
The study was carried out on behalf of the Parasuicide Counselling Group 
(PCG), based at Kidderminster General Hospital in Worcestershire. The
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service was originally developed as a result of the earlier project work of Mike 
Rochfort who was researching the area as part of his Masters degree in social 
work in February 1981. Since that time a multidisciplinary service has 
developed which comprises psychiatrists, psychologists, nurses and nursing 
officers, students of social work, psychology, medicine and art therapy, a 
chaplain and an art therapist.
The aims of the PGC are as follows;
• To establish contact with all parasuicides who are admitted to a ward or 
come to the Accident and Emergency Unit of Kidderminster General 
Hospital.
• To provide the time of at least one counselling session to the client/patient.
• During that time to carry out an adequate assessment and subsequently
offer opinion to other agencies where requested.
• To provide therapeutic options to the client.
• To provide a forum for multidisciplinary work.
• To provide an opportunity for continued training, development and 
support.
Since 1981, various aspects of the service have been the subject of at least 
three research studies.
2.3 The Hypotheses 
Part 1:
In the light of both the empirical and theoretical literature that has been 
reviewed, the research was designed to test the following hypotheses;
For the purposes of this research, it is suggested that suicide attempters may be 
arbitrarily classified into one or other of two categories according to the 
motivation behind the attempt. These are;
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(a) Those individuals who intend to end their lives.
(b) Those who do not intend to end their lives, but wish to change a perceived 
difficult situation or set of circumstances.
Those individuals belonging to the first category may be termed '^suicide 
attempters'' whilst those belonging to the second category are more accurately 
described as ‘'‘parasuicides".
Accordingly, the following profiles are expected for each classification;
(i) Suicide Attempters 
“Suicide attempters”, by definition are defined as those individuals who show 
a marked degree of seriousness in their suicide attempt. In other words, the 
sole purpose of their behaviour is to end their lives. It is hypothesised that such 
individuals will show a significantly higher degree of depression than 
individuals who, despite having made attempts to deliberately harm 
themselves (or symbolic acts that suggest deliberate self-harm) show little 
evidence of a desire to end their lives.
It is anticipated that the serious suicide attempter will be significantly more 
intropunitive (i.e. show evidence of low ego strength, guilt proneness, lack of 
self confidence and over-dependency on others - all of which imply an overly 
self-critical attitude) than individuals engaging in parasuicide. Further, such 
individuals are likely to be significantly less socially assertive (social 
submissiveness) and show an increased tendency to be non-confrontative in 
dealing with other people who make them angry when compared with 
‘normals’ (i.e. those individuals in the population who have not engaged in 
any kind of suicidal behaviour and have no history of psychological disorder) 
and others who have engaged in non-serious suicide attempts. It is predicted 
that the serious suicide attempter will have significantly more hostile thoughts 
about other people than the parasuicide group or normals and will hold more 
denigratory views of others when compared with normals, but not when 
compared with the parasuicide group.
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(ii) Parasuicides
In contrast, “parasuicides” are defined here as those individuals who make a 
gesture of self-harm (whether they actually harm themselves or not), but who 
score low on a measure of the psychological seriousness of the act. It is 
hypothesised that this group will show a significantly lower score on 
depression than those individuals whose desire to end their lives is serious. 
Further, it is anticipated that these individuals will be less intropunitive than 
serious suicide attempters, but more intropunitive when compared with 
‘normals’ (as defined above).
Psychodynamic theory predicts that individuals engaging in parasuicidal acts 
do so as a means of manipulating other individuals into being more 
sympathetic and experiencing guilt as a result of the parasuicidal gesture, 
whether this is justified or not. From a research point of view, it would then be 
reasonable to predict that such individuals will be as socially dominant as 
‘normals’, but more socially dominant than serious suicide attempters. In other 
words, it is anticipated that we would not observe the social passivity that 
might be expected from the serious suicide attempter. However, it is 
anticipated that the parasuicidal individual will demonstrate a lack of social 
assertiveness in expressing anger towards other people, despite holding more 
denigratory attitudes towards others and containing hostile thoughts.
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MEASURE NORMALS PARASUICIDE ATTEMPTED
SUICIDE
Suicidal Jiitcnt N/A *
Depression K/A ***
Extrapunitiveness
Hostile Thoughts
about others
Denigratory
Attitudes towards * * ''fi
Others
Intropiinitiveness
Lack of Self-
Confidence * ❖ ***
Over-Dependency
on Others ***
Social Dominance
Social withdrawal *
from Others
Expression of
Anger to others * mmmÊÊÊÊêaÊmMsÊÊm§mÊm^^
TABLE 1: Shows a Summary o f the Major differences between ‘Normals’, 
Parasuicidal Individuals and Serious Suicide Attempters. The 
number o f asterisks (*) represents the degree to which the relevant 
characteristic is expected.
Table 1 shows the predicted differences between normals, parasuicidal 
individuals and serious suicide attempters.
Part 2:
In addition to the major’ aim of the study, the following subsidiaiy hypotheses 
have been generated;
1. There will be a significant positive correlation between the psychological 
seriousness of a suicide attempt and the degree of depression shown by the 
patient group. It is further anticipated that this correlation will be 
accounted for by the correlation of these two variables with a measure of 
social withdrawal (which is considered a representation of hopelessness).
2. It is anticipated that those individuals who have a previous history of 
parasuicidal behaviours (repeaters) will be more depressed, lacking in self- 
confidence and over-dependent on others than non-repeaters. Further, it is
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anticipated that this group will be more hostile in their thoughts and hold 
more denigratory attitudes towards others than non-repeaters, but will 
show no increased tendency towards suicide. No relationship between 
marital status and the tendency to repeat is predicted and it is not 
anticipated that there will be a relationship between sex and the tendency 
to repeat.
3. It is anticipated that those members of the patient group who are not 
employed will show a higher degree of depression than those who are 
currently in work. Further, they will be low in suicidal intent when 
compared with those who are employed and will only differ from the 
‘normal’ population in that they will be lower in self-confidence.
4. It is anticipated that there will be no difference between males and females 
in the patient group.
5. It is anticipated that there will be no differences between male and female 
members of the patient population on any of the dimensions under 
consideration.
2.4 The Measures Used
In order to examine the profiles as hypothesised above, three main measures 
were utilised. These were;
1. The Kidderminster Depression Inventory (KDI)
2. The Beck Suicidal Intent Scale (BSIS)
3. The Personality Deviance Scale (PDS)
2.4:1 The Kidderminster Depression Inventory
The Kidderminster Depression Inventory (see Appendix I) is essentially an 
expanded version of the Beck Depression Inventory. The Inventory comprises 
14 sets of statements designed to assess the patient’s current level of 
depression by the examination of the patient’s affect. Extra statements relating 
to biological factors of depression (e.g. appetite, early waking etc.) have also 
been included by the current author.
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The counsellor seeing the patient administered the assessment. A further 
difference between the KDI and the traditional Beck Depression Inventory was 
that the patient was not required to complete the form. Since it was likely that 
many of the patient’s interviewed would be recovering from the necessary 
medical procedures following their deliberate self-injury, it was decided by the 
Parasuicide Counselling Team that the required information be obtained as a 
part of the interview. Thus, the demands made on the patient during the 
interview were kept to a minimum. A further advantage of this procedure was 
that the KDI prompted counsellors to explore the issue of depression fully.
Each group of statements on the KDI represented a graded examination of the 
following constituents of depression;
Sadness, pessimism, feelings of failure, level of dissatisfaction, feelings of 
worthlessness, perception of punishment, self-blame, frequency of crying, time 
of waking, state of appetite, feelings of inertia, variability in facial expression 
during the interview and variability of voice intonation.
Absence of any of these factors received a score of ‘0’ whilst extreme presence 
of a factor scored either ‘2’ or ‘3’ (depending on the range of each factor). 
Thus, a maximum score of ‘39’ (considered indicative of clinical depression) 
was potentially obtainable. Similarly, a total score of ‘0’ indicated the 
complete absence of depression.
2.4:2 The Beck Suicidal Intent Scale
The Beck Suicidal Intent Scale (BSIS) (Beck, Schuyler and Herman. 1974) 
was designed to measure the degree of suicidal intent associated with an act of 
deliberate self-injury (See Appendix II). The scale covers two aspects of 
suicidal intent; the first covers the circumstances surrounding the act of 
deliberate self-injury whilst the second covers the patient’s expectations and 
feelings at the time of the act.
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The scale comprises 15 items of which each can be scored ‘O’, ‘1’ or ‘2’. Thus, 
a maximum score of ‘30’ is potentially obtainable. Higher scores relate to 
more serious suicide attempts. As was the case with the KDI, the counsellor 
administered the BSIS with the items on the scale being incorporated into the 
standard interview.
The reader should note that the BSIS relates to the seriousness of the patient’s 
intention and not necessarily to the medical seriousness of the attempt For 
example, a patient may obtain a maximum score on the BSIS even when if 
doctors decide that there was no medical risk attached to the act. Conversely, a 
patient may obtain a low BSIS score when the medical risk was substantial (as 
has been known to happen when the result of a patient’s accidental overdose 
of paracetamol is acute toxic hepatitis) Thus, the BSIS is a psychological 
measure rather than a medical one.
2.4:3 The Personality Deviance Scale
The Personality Deviance Scale (PDS) (Foulds & Bedford, 1978) is a 
development of the Hostility-Direction of Hostility questionnaire (Caine et al, 
1967) (see Appendix III). The PDS comprises three major scales, each of 
which is the sum of two subscales. The major scales and constituent subscales 
are as follows;
(a) Extrapunitiveness (EXTP) which is made up of;
(i) Hostile Thoughts (HA)
(ii) Denigratory Attitudes towards Other People (DO)
(b) Intropunitiveness (INTP) which is made up of;
(i) Lack of Self-Confidence (ESC)
(ii) Over-Dependency on Others (DEP)
(c) Dominance (DOM) which is made up of;
(i) Domineering Social Attitude
(ii) Uninhibited Hostile Acts
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Each subscale consists of six statements (see Appendix Iv), making a total of 
thirty-six questions in all. Each statement is prefaced by “Most of my life “ in 
order to emphasise that a self-report of the relative consistencies of thought, 
feeling and act is required. Patients were required to respond to each statement 
along a four-point scale, e.g. ‘Never’, ‘Seldom’, ‘Often’ and ‘Nearly Always’.
Psychometric Properties of the PDS 
(1) Reliability
Split-Half: Using the Spearman-Brown Prophecy Formula to obtain a split-half 
reliability, Foulds and Bedford report the following reliability coefficients;
EXTP INTP DOM
0.80 0.76
All three coefficients are significant with p<0.001
Test-Retest: Sixty-six psychiatric inpatients were tested at admission and again 
four weeks later on both the PDS and the Delusions-Symptoms-States 
Inventory (DSSI). Despite considerable reduction in symptomatology (Foulds, 
Bedford & Csapo, 1976) the PDS correlations were;
EXTP INTP DOM
0.84 0.76
All three coefficients are significant with p<0.001 (Foulds & Bedford, 1977). 
Thus the temporal stability of the measures is encouraging given that one 
major criticism of research in the area is that data only pertains to the patient’s 
state at the time of interview, and that this might be quite different to their 
state before the attempt.
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(2) Validity
Concurrent Validity: Foulds and Bedford (1977) provide concurrent validation 
data on the three major scales of the PDS as correlated with subscales of 
Cattell’s 16PF. The data obtained was derived from a sample of fifty-two 
young normals. The following results were obtained;
PDS 16PF
Extrapunitive (L) 0.53 (Q2) 0.41
Intropunitive (C) -0.55 (0) 0.49 (Q4) 0.48
Dominance (E) 0.54 (F) 0.47 (N) -0.47 (H) 0.46
p<0.003 for the lowest correlation.
Thus, Extrapunitiveness (EXTP) is seen to be most highly correlated with 
Suspiciousness (L) and Self-Sufficiency (Q2) whilst Intropunitiveness (INTP) 
correlates with Low Ego-Strength (C-), Guilt Proneness (0) and Tenseness
(Q4).
Dominance (DOM) correlates with Dominance (E). Surgency (F), 
Forthrightness (N-) and Venturesomeness (H).
2.5 The Patient Sample
Originally it was intended that any patient being admitted to Kidderminster 
General Hospital, where staff of the Accident and Emergency Unit perceived 
the reason for that admission to be related to an act where the intention was 
deliberate self-harm was to be included in the study The duration of the data 
collection period was January, 1986 through to the end of June 1986.
In effect, the final sample of 38 suicide attempters was smaller than it might 
have been had data been collected on all individuals fulfilling the above 
criteria. The reasons for this are discussed in Section 2.7 (Methodological 
Considerations). The demography of the sample is illustrated in Section 3.1 
and discussed in Section 4.1.
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The results reported in Section 3, represent analyses undertaken on the patient 
sample. For the purposes of comparison, results obtained on the major scales 
of the PDS for the patient sample were compared with norms reported by 
Foulds and Bedford (1977). This group of ‘Normals’ is defined by their 
absence of psychological problems. Accordingly, it is assumed that an absence 
of data for Depression in this group poses no methodological problem (since 
the selection criterion for the group demands that no depression be present).
2.6 The Procedure
Following the acceptance a written research proposal by both the University of 
Birmingham Ethics committee and the Kidderminster General Hospital Ethics 
Committee, all Counsellors working for the PCG were briefed in the use of the 
measures to be used in the research. In order to encourage counsellors to co­
operate in collecting research data, they were told that the author was 
investigating the assessment procedure with a view to making it more 
comprehensive and exact. Counsellors were not told of the specific hypotheses 
of the research in order prevent biases in their assessment of the patients They 
were instructed to obtain written permission when patients consented to 
participate in the study (see Appendix V). Further training and instruction was 
available for new counsellors who joined the service during the period of the 
study.
When patients fulfilling the criteria (as described in Section 2.5) were seen in 
the Accident and Emergency Unit of the hospital, the staff advised the Social 
Work Department who are responsible for the administration of the PCG. The 
Social Work Department then contacted a PCG counsellor who undertook to 
see the patient. Counsellors saw the patient for approximately one-hour in 
order to assess the nature, background and seriousness of the suicide attempt. 
Appendix 6 shows the form that counsellors are required to complete during 
the routine assessment. In addition, patients were invited to participate in the 
study. Completed research forms were returned to the researcher during the 
Thursday PCG meeting.
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2.7 Methodological Considerations
As has been mentioned in Section 2.5 the final patient sample used in the 
research was smaller than the total number of iiidividuals presenting at the 
Accident and Emergency Unit of the hospital. There was a variety of reasons 
for this. The most important was that counsellors were unable to collect 
research data on a number of individuals. On occasions, this was because, at 
the time, there was some question as to whether an individual constituted a 
‘parasuicide’ case. For example, the police drew one man back from an open 
window. He was seen by a duty psychiatrist who did not complete any PCG 
paperwork on the patient because the patient was deemed psychotic and had 
not, in effect, actually carried out the parasuicidal gesture. On a few occasions, 
counsellors had felt unable to complete forms on clients because of their 
medical state. Some of these patients were discharged before a counsellor 
could see them again. Regretfully, there were a few members of the PCG who 
would not assist in the collection of data, either because they felt that giving 
questionnaires to people who had just been involved in a parasuicidal act was 
unethical (for no clearly specified reason), or because they felt that the 
administration of the research forms was too time consuming (this was 
initially a general worry for PCG counsellors who later found that the forms 
took up less than five minutes of the interview time).
Concerns about the research interfering with the work of the PCG meant that 
there were certain constraints on the nature of the research. One of the most 
important of these was that there was no opportunity to obtain inter-rater 
reliabilities for the Kidderminster Depression Inventory. On most occasions it 
was difficult to find just one counsellor who was able to see patients, so the 
desirable of objective of collecting reliability data for the KDI became an 
impossibility. Further, the author would like to have collected data on a variety 
of other dimensions (e.g. a more detailed data on patient hostility) and could 
see the potential utility of more precise measures of personality (e.g. by the 
administration of the 16PF, MMPI or Rorschach). The author was unable to
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devote more than one day per week to the research and was thus, unable to see 
many of the patients personally. A further constraint upon the research design 
has already been mentioned to some extent; i.e. that PCG counsellors were 
concerned about the research being too intrusive. For this reason, the measures 
were chosen to maximise the combination of speed of administration, yield of 
information and lack of intrusion.
Finally, the reader should realise that this study is subject to the same hospital 
selection factors that have been reported in most other studies. In other words, 
many people who attempt suicide do not turn up to hospital, and it may well be 
that there are important differences between those who do seek professional 
assistance and those who do not. Thus, any conclusions reached about the 
nature of suicide attempters must be restricted to statements about hospital 
attending populations.
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3. Results
3.1 Descriptive Characteristics o f the Patient Sampie
TABLE 2: shows aspects o f  the demography o f the sample.
Sex Males Females Total
N 17 21 38
Marital
Status
Single Married No Data
15 12 11
Methods
Used
Overdose
Wrist- 
Slashing & 
Overdose
Fume Inhalation 
& Overdose
Attempted
Drowning
34 2 1
Employme 
nt Status
Employed
Unemployed Attending
School
Retired
21 12 4 1
Repetition
Repeaters Non-Repeaters
10 28
Suicidal
Intent High Low
7 31
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TABLE 3: To show the distribution o f the sample with respect to age and sex. 
(This data is represented graphically in Figures 1 & 2)
Age
Range
Total
Sample
% Females % Males %
< 15 0 0.00% 0 0.00" o 0 0.00%
15-19 11 28.95% 5 13.13% 6 15.79%
20-24 7 18.42% 4 10.53% 3 7.89%
25-29 6 15.79% 3 7.89% 3 7.89%
30-34 2 5.26% 1 2.63% 1 2.63%
35-39 4 10.53% 3 7.89% 1 2.63%
40-44 4 10.53% 3 7.89% 1 2.63%
45-49 3 7.89% 1 2.63% 2 5.26%
>50 1 2.83% 1 2.63% 0 0.00%
Total 38 100.00% 21 55.63% 17 44.74%
These results are discussed in Section 4.1.
OT
18.00%
F e m a le s
M ales
16.00%
14.00%
12.00%
10.00%
1.0 0 %
6 .00%
4.00%
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0 .00%
> 5045-4930-34 35-39 40-4420-24 25-2915-19< 15
Age R anges
Figure 1: Frequency of Suicide Attempters by Age
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35.00%  -
30.00%  -
25.00%  -
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o  15.00%  -
10.00%  -
5.00%  -
0 .00%
30-34  
Age R anges
45-49 > 5015-19 20-24 25-29 35-39 40-44< 15
Figure 2: Frequency of all Suicide Attempters by Age
3.2 Correlational Analysis of ail Data
In order to establish the relationships between the variables, a correlational 
analysis was carried out. All correlations were computed according to the 
Pearson’s <r’ Product-Moment formula with the exception of the correlations 
between Employment (BMP) and Repetition of attempted suicide (REP) with 
the other variables. In these cases the Point-Biserial Correlation Coefficient is 
reported. Correlations between discrete variables (i.e. Marital Status, 
Repetition and Employment Status) were computed using the Phi Coefficient.
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TABLE 4: Correlation matrix to show the relationships between Repetition 
(REP), Employment (EMP), Age, Suicidal Intent (BSIS), 
Depression (KDI), Marital Status (STA) and the major variables 
o f the PDS.
AGE EXTP IN'IP DOM KDI BSIS REP EMP S'lA
AGE -.0741 -.0323 -.0276 .1663 -.0205 .1210 1.394 .6129'
EXTP * .S466** -.0936 .2015 -.0176 -.1966 -.4187* -.3280
INTP * -.5175** .5495** .1894 -.3890* -.5127** .5787+"
DOM * -.4925** -.3965* .2916 .1146 -.26761
KDI * .4587** -.4029* -.3910* .1923
BSIS * .0187 -.0278 .0547
REP » .2463 .0033
EMP *
S'I'A *
* p<0.05
** p<0.01
+ p<0.002
++ p<0.005
Significant correlations are shown in bold type.
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TABLE 5: Correlation matrix to show the relationships between Repetition 
(Rep), Employment (EMP), Marital Status (STA), Age, Suicidal 
Intent (BSIS), Depression (KDI) and the sub-variables o f the PDS.
AGE ht do Isc dcp min ha KDI BSIS RCP EMP STA
AGE -.1157 -.0123 - 1426 .1655 .{'S04 - 1275 k.63 .0205 1210 .1344 .6 1 2 9 "
ht * .4416** .4210** -.3728* -.1636 1187 .2319 .0886 -.2023 -.3913* -.2940
do * -4261** .2714 - lOIS -.2176 .1127 -1144 -.1329 -.3209 - 2592
Isc * .3357 -.5872" -.3857* .6017” 2352 .3552 -.536(1** .0590
dcp * -.4073* - 1182 .2137 0275 - 2687 -2659 1118
min .4627" -.5021' -.2989 .3870 1147 -2911
ha -.2578 - 2559 1326 1182 -2712
KDI * -.4587* -.4029* -.3910* - 1923
BSIS -.0187 -.0278 0547
g a g :
.2463 2.929
EMP
STA
* p<0.05
** p<0.01
+ p<0.002
++ p<0.005
Significant correlations are shown in bold type. These results are discussed in 
Section 4.2
3.3 Comparisons between Patients with High and Low Suicidal Intent.
For the purposes of a comparison between suicide attempters whose attempt 
can be considered to be psychologically serious, and those for whom the 
intention was not death, the sample was arbitrarily divided such that patients 
scoring less than 15 on the BSIS formed the ‘Low Suicidal Intent’ group
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whilst those with a BSIS score of 15 or above, formed the ‘High Suicidal 
Intent’ group.
TABLE 6: shows the results o f Student t-tests for the comparison o f Suicide 
Attempters o f High Suicidal Intent with those with Low Suicidal 
Intent.
MEAN
FOR
HIGH
BSIS
SD
MEAN
FOR
LOW
BSIS
SD df Sig.
AGE 31.14 10.32 28.64 15.17 28 0.4105 N. S.
EXTP 26.85 4.49 26.70 4.80 28 1.1567 N. S.
ht 13.57 2.26 12.96 2.84 28 0.5443 N. S.
do 13.29 3.25 13.73 2.72 28 0.3698 N. S.
INTP 29.43 5.06 6.12 28 1.1567 N. S.
Isc 14.86 3.53 12.26 4.61 28 1.3654 N. S.
dcp 14.57 3.41 g g g g g 28 0.2997 N. S.
DOM g g g 4.28 4.50 28 1.1800 N. S.
min 13.57 3.41 15.00 28 1.1126 N. S.
ha 14.86 1.21 16.13 2.91 28 1.1164 N. S.
KDI 18.00 6.87 7.61 8.71 35 3.2560 p<. 0025»
BSIS 18.67 2.92 5.75 4.48 35 8.0795 p<. 0005*
* indicates a 1-tailed test
TABLE 6B: Pooled variance t-tests to show differences between patients with 
High Suicidal Intent, Low Suicidal Intent and Normals.
VAR. MEAN 
FOR HIGH 
BSIS (1-1)
MEAN FOR 
LOW BSIS
MEAN
FOR
NORMALS
(N)
H v N
11
L v N
t2
EXTP 26.85 26.70 26.50 0.2023 0.1726
INTP 29.43 26.48 25.00 2.5773** 1.1567
DOM 28.42 28.00 29.30 0.5316 1.3325*
* p<0.10 (1-tailed)
** p<0.025 (1-tailed)
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The arithmetic means are shown graphically in Figures 3 and 4 (below). The 
results are discussed in Section 4.3.
35
k 20
□  High Suicidal  Intent 
■  Low Suicidal  Intent 
H Normals'
AGE EXTP INTP DOM
V ariab le
KDI
 L l l l l l ^ -----I
BSIS
Figure 4: Comparison of Patients with High and Low BSIS
CO
AGE
□  High Suicidal Intent 
■  Low Suicidal Intent
Isc d ep  min ha 
V ar iab le
KDI BSIS
Figure 3: Comparison of Patient with High and Low BSIS
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3.4 Comparison o f Repeaters with Non-Repeaters
TABLE 7: shows the results for the comparison o f  Repeaters and Non-
VAR.
MEAN
FOR
REPEA­
TERS
SD
MEAN
FOR
NON-
REPEA­
TERS
SD df Sig.
AGE 28.30 10. 72 29.39 14.99 36 0.2112 N. S.
EXTP 28.25 5.01 26.21 4.41 29 1.0856 N. S.
lit 14.00 3.25 12.91 2.48 29 0.9845 N. S.
do 14.25 3.06 13.30 2.72 29 0.8210 N. S.
INTP 31.00 5.76 26.00 5.47 29 2.1989 p<0.025*
Isc 15.50 5.29 12.00 3.77 29 2.0373 p<0. 05*
dcp 15.50 1.77 14.00 2.87 29 1.3770 N. S.
DOM 28.00 4.81 30.43 11.60 29 1.2751 N. S.
min 12.75 3.01 15.22 2.75 29 2.1373 p<0. 05**
ha 15.25 2.92 16.09 2.54 29 0.7939 N. S.
KDI 16.30 13.28 7.85 6.38 35 2.6259 p<. 01*
BSIS 9.30 7.38 8.74 6.94 35 0.2141 N. S.
indicates
indicates
a 1-tailed test 
a 2-tailed test
TABLE 7B: Pooled variance t-tests to show differences between Repeaters, 
Non-Repeaters and Normals.
VAR MFAN FOR 
REPEATERS
(R)
MEAN FOR 
NON- 
REPEAIERS 
(NR)
MEAN
FOR
NORMALS
(N)
R v N NR V N 
t2
EXTP 28.25 26.21 26.50 1.8211* 0.3364
INTP 31.00 26.00 25.00 # 3 3 2 * * 0.5179
DOM 28.00 30.43 29.30 0.8326 0.8825
* p<0.05 (1-tailed) 
p<0.005 (1-tailed)
The arithmetic means are shown graphically in Figures 5 and 6 (overleaf). The 
results are discussed in Section 4.5
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3.5 Comparison o f Employed and Unemployed Suicide Attempters
Several authors have noted and avoided the difficulty in assigning employment 
status to women and have restricted the study of the effects of unemployment 
to men. In this study, employment has been defined as any full-time 
occupation chosen by the patient. The important factor considered here is 
whether a suicide attempter considered him/herself to be employed. Thus, the 
category ‘housewife’ can be included in full-time employment if the woman 
who uses this description of her role perceives herself as working (despite the 
fact that she is not receiving direct remuneration for her efforts). Equally, 
some women using the description ‘housewife’ may not see themselves as 
gainfully employed and are then assigned to the unemployed group.
TABLE 8: shows the results for the comparison o f  
Unemployed suicide attempters. Each variable 
using the Student t-test.
Employed and 
was compared
VAR. M EANl
FOR
EMPL­
OYED
SD V'MEAN
FOR
UNEMPL­
OYED
SD
m a m
df t Sig.
AGE 28.90 10.09 29.42 10.33 31 0.1389 N.S.
EXTP 25.00 5.28 29.10 2.38 25 2.3076 p<0.025
ht 12.35 2.91 14.40 2.27 25 1.9023 p<0.05
do 12.64 3.30 14.70 1.8305 p<0.05
INTP p<0.005
Isc 10.88 15.90 p<0.0025
dep m.82 V: :2.63 A::.:.: 15.10 2.77 25;:;v: 1.1958 N.S.
DOM 30.12 4.96 28.10 3.84 25 1.0523 N.S.
min 14.65 3.43 . 14.10 2.23 25 0.4496 N.S.
ha . 16.06 2.75 15.00 2.40 25 1.0101 N.S.
KDI 8.35 8.65"" 15.67 9.52 30 2.2323 p<0.025
BSIS 8.90 7.24 9.67 7,70 30 0.2832 N.S.
All significant tests are 1 -tailed.
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TABLE 8B: Pooled variance t-tests to show differences between patients who 
are Employed and those who are Unemployed and the Normal 
Population.
VAR. MEAN FOR MEAN FOR MEAN FOR #.##:Ev:N#:## ## : U::v;N# .::#
UNEMPLOYED t2
w M Ê Ê SniÆ M 'W i^ K sSm m
EXTP 3.1526*
INTP 24.71 31,00 .... D.1925 4.0173**
DOM 30.12 28.00 29.30 " Ù.6462 0.1582 :
* p<0.005 (1-tailed)
** p<0.0005 (1-tailed)
The arithmetic means are shown graphically in Figures 7 & 8 (below and 
overleaf).
The results are discussed in Section 4.6.
Figure 7: Comparison of Employed with Unemployed
35
□  Employée! i  
■  Unemployed i 
1  Normals i
Variable
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Figure 8: Comparison of Employed with Unemployed
35
□ Employed 
■  Unemployed |“
AGE HT DO LSC DEP
Variable
HA KDI BSIS
3.6 Comparison of Male and Female Suicide Attempters
TABLE 9: shows the results for the comparison o f Male and Female suicide
VAR.
Mean
for
Males SD
Mean
for
Females SD d.f. t - - Sig.
AGE 26.67 9.84 27.35 10.71 29 0.3437 N.S.
EXTP 26.36 4.91 27.06 4.41 29 0.4191 N.S. . '
ht 12.57 13.71 29 1.1767 N.S.
do 13.79 ! : # 5  _ 13.35 3.04 29 0.4237 N.S.
INTP # .0 7 28.29 6.49 29 1.0485 N.S. .
Isc 11.71 # 0 13.88 4.85 29 1.3862 NiS: " ':': ^
dep 14.36 2.41 14.41 2.98 29 0.0528 N.S.
DOM 31.21 3.60 29.25 4.91 29 1.2552 N.S. -
min 15.50 : : W  ^ 13.82 3.52 29 1.6015 :N;Ë:;::::::: :
ha 15.71 2.79 16.00 2.55 29 0.2979
KDI 5.41 5.20 14.15 10 34 3.1598 p<0.005
BSIS
'
6.76 6.10 10.70
..  ....
0 #  ' : 1 7626 :N.ST--
All tests were 2-tailed
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The arithmetic means are shown graphically in Figures 9 and 10 (below). The 
results are discussed in Section 4.7.
Figure 9: Comparison of Males with Females
/ûge EXTP IhTTP DOM
Variable
KDI
□ Males 
Females h
BSIS
Figure 10: Comparison of Males with Females
□ Males 
Females
LSC DEP MIN 
Variable
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4 Discussion
4.1 Comparison of the Demography of the Patient Sample with a that 
Reported in the Literature
Table 2 shows aspects of the demography for the patient sample. As can be 
seen, there were slightly more female suicide attempters than a male suicide 
attempters although the ratio of females to males (1.24: 1) is lower than the
1.5 - 2.5: 1 reported a by Hawton and Catalan (1982). Whilst this may be an 
artefact in the sample reported here it may be that attempted suicide is 
becoming a more common response in men. This may indicate how the 
demography of attempted suicide can alter in response to socio-political 
factors (e.g. rates of employment).
The association between attempted suicide and marital status has not been 
examined in any detail in this study. This is largely because the effects that 
have been noted previously relate to variations in age and sex (e.g. Bancroft et 
al., 1975) and it was considered that the sample reported on here was too small 
to examine this variable in any detail. It is interesting, however, to note that 
there were approximately equal numbers of married and single suicide 
attempters, suggesting that neither group favours attempted suicide more than 
the other.
Table 3 and Figures 1 and 2 show the relationship between age and sex in 
attempted suicide. As can be seen, approximately 63% of the sample were 
under the age of 30 years.
As reported by Hawton and Catalan, the highest rates for females are found in 
the age range of 15 - 19 (13.16%). However, in contrast to Hawton and 
Catalan's sample (where the highest rates for males have occurred in the age 
range 25 - 29), the highest rate for males also occurred in the age range a 15- 
19. Interestingly, there is also a slight elevation in the frequency of attempted 
suicide between the ages of 35 and 45. Again, it may be that we are seeing a
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change in the demography of attempted suicide in line with socio-political 
developments.
High Suicidal Intent, Repetition and Unemployment are considered in sections
4.3,4.5 and 4.60 respectively.
4.2 The Correlational Analysis of the Major Variables for Suicide 
Attempters
Tables 4 and 5 show the correlation matrices for the suicide attempters scores 
on all of the variables considered in the study. It is important to realise at the 
outset that correlation does not imply causation and is useful only in as much 
as it provides us with a picture of the dynamic relationships between variables 
for the patient population.
As can be seen from the tables, age does not correlate with any of the variables 
(with the exception of marital status, which would be expected) and any age 
differences between groups can thus be ignored.
As would be expected from the work of Foulds and Bedford (1976), there is a 
significant positive correlation between Extrapunitiveness and Intro- 
punitiveness (r = 0.5466; p < 0.01).
This correlation appears to be quite robust in that the relationship holds even 
when the effects of the other variables are controlled for using partialling 
techniques. A closer examination of the important aspects of 
Extrapunitiveness (see Table 5) reveals that the possession of hostile thoughts 
(ht) is negatively correlated with a tendency to be over-dependent on other 
people (dep) (r = -0.3728; p<0.05) and positively correlated with low self- 
confidence (Isc) (r = 0.4210; p<0.01). Further the tendency to show 
denigratory attitudes towards others (do) is positively related to a lack of self 
confidence (r = .4261; p<0.01).
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Foulds and Bedford suggest that a possible explanation for this result is that, 
unlike the normal person who can tolerate some expression of 
extrapunitiveness without undue guilt, suicide attempters are intropunitive 
about their extrapunitiveness.
Whilst this explanation is one possibility, Foulds and Bedford provide no 
evidence to explain the direction of the hypothesised causality. It is, therefore, 
equally reasonable to suggest that low ego-strength and a lack of self- 
confidence are both aspects of low self-esteem and that the causality could be 
in the opposite direction. In psychodynamic terms, it is quite possible that the 
defence mechanism of projection could be employed such that that which is 
‘bad’ within the suicide attempter can be projected onto other people around in 
the form of hostile thoughts and denigratory attitudes. The result is that the 
suicide attempter thinks, “The problem does not lie with me but with these 
other people”. In Transactional Analysis terms this is the “I’m Ok, you’re Not 
Ok.” position (Harris, 1970). The implication is that the formation of 
relationships with such individuals becomes an onerous task and may 
contribute to the observation that often suicide attempters are particularly 
difficult to treat in therapy. Indeed some researchers would suggest that 
interventions with suicide attempters have done little to resolve their problems 
(e.g. Williams, 1986). It is suggested here that recognition of such a cognitive 
style may determine whether a therapeutic outcome is successful or not (see 
Section 4.8).
The third possibility is that causality is in one direction on some occasions 
(e.g. INTP > EXTP) whilst on others, the causality is in the opposite direction 
(e.g. EXTP > INTP). The question then arises as to how we might assess the 
direction of causality. It maybe that an examination of the correlations of these 
two variables with others may be of some assistance in clarifying the situation.
As well as the observed relationship between Intropunitiveness and 
Extrapunitiveness (as discussed above), there is a strong negative relationship 
between Intropunitiveness and Dominance (r- -0.5175; p<0.01). However,
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when the effects of Depression are partialled out, the correlation falls below 
the level of significance (R(12.3) = -0.3395; N.S.).
One possible explanation for such a result is that depressed suicide attempters 
who are low in self-confidence are unlikely to assert themselves by openly 
stating their needs (low min) (r = -0.5872; p<0.001). Further they show a 
generally non-confrontational style in dealing with their anger towards other 
people (low ha) (r = -0.3857; p<0.05), despite the fact that they are more likely 
to hold denigratory attitudes and have hostile thoughts towards them. Thus, in 
the case of the depressed patient who has carried out a parasuicidal act, 
Fenichel’s (1946) description of the intropunitive depressive position may well 
apply (see Section 1.10 of the literature review) with the causality for the 
relationship between Extrapunitiveness and Intropunitiveness being in the 
direction, INTP > EXTP. However, when depression is absent, the pertinent 
defence is projection rather than introjection and the direction of causality 
reverses such that EXTP > INTP.
Further evidence for this assertion comes from the observation of the 
significant positive correlation between scores obtained by suicide attempters 
on the Kidderminster Depression Inventory and the Intropunitiveness Scale (r 
= 0.5495; p<0.01). A closer examination of this relationship suggests, once 
again, that the important dimension is a lack of self-confidence (r = 0.6017; 
p<0.001) with over-dependency on others making no significant contribution 
to the variance. This relationship is not particularly surprising if it is 
considered that high Intropunitiveness implies an overly self-critical attitude 
and correlates with low ego strength on the 16PF.
4.3 Comparisons between Serious and NomSerious Suicide 
Attempters
Table 6 and 6B and Figures 3 and 4 show the results for the comparison 
between patients in the sample who were considered to have made serious 
suicide attempts (i.e. BSIS > 15) and those whose attempts were less serious
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(BSIS < 15). From the hypothesis, it was anticipated that suicide attempters 
(i.e. serious suicide attempters) would be more Extrapunitive and Intropunitive 
than parasuicides. In fact the two groups do not differ on these dimensions. 
Serious suicide attempters are, however, more Intropunitive than normals (t = 
2.5773; p<0.025). Further, they show a marked difference in Depression (t = 
3.2560; p<0.0025) when compared with parasuicides. Thus, when compared 
with normals, it would seem that the serious suicide attempter shows marked 
depression and a tendency towards intropunitiveness. As will be seen in 
Section 4.4 the apparent relationship between depression and suicidal intent is 
not as simple as it may first seem.
Interestingly, unlike parasuicides, who have a tendency towards social 
withdrawal (low min) when compared with normals (t = 1.3325; p<0.10), 
serious suicide attempters do not show this tendency, and are as assertive as 
normals (ha).
From a theoretical point of view, if Fenichel is correct in suggesting that the 
aim of the serious suicide attempt is to destroy a bad (introjected) object, then 
perhaps we would not expect such a person to have hostile thoughts or 
denigratory attitudes directed at those around him. In other words, the serious 
suicide attempter’s battle is within himself rather than with others directly. 
Whilst this goes some way to explaining the absence of difference in 
extrapunitiveness for the serious suicide attempter, it does not explain why 
parasuicides are not higher in extrapunitiveness than they are (since, 
presumably, the parasuicide’s battle is with others. One possibility is that 
whilst serious suicide attempters are (by definition) a fairly homogenous group 
(in that they share the common aim of killing themselves), patients whose 
behaviour may be more accurately described as ‘parasuicide’, may be 
extremely heterogeneous (in representing a variety of motives for their 
behaviour). If this were so, we would expect to see differences between 
suicide attempters when the data is organised according to other key criteria 
(e.g. repetition and employment status). The results from such an organisation 
of the data are discussed in Sections 4.5 and 4.6.
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4.4 Observations on the Reiationship between Depression and 
Suicidai intent
In keeping with the general findings in the literature, Depression was found to 
be positively related to the psychological seriousness of the suicidal intention 
(r = 0.4587; p<0.01). However, as the literature suggests, the situation is not 
quite so straightforward. When the effects of Dominance are controlled for 
(using the product-moment partial correlation technique), the resulting 
correlation falls below statistical significance (R(I2.3) = 0.3297; N.S.). A finer 
analysis of the relationship shows that the correlation between Depression and 
Suicidal Intent holds if the effects of uninhibited hostile acts (ha) are partialled 
out (r = 0.42004; p<0.02) but falls below significance if the effects of a 
domineering social attitude are removed (r = 0.3739; N.S.). In other words, 
the correlation between Depression and Suicidal Intent appears to be 
accounted for by their correlation with a third variable, namely domineering 
social attitude. It may well be that social withdrawal (low min) is a 
behavioural correlate of Beck’s hopelessness dimension. Thus, it could be 
argued that Depression might only be a useful indicator of suicide risk if it is 
accompanied by a tendency to be socially submissive.
4.5 The Anaiysis of Repetition
During the course of the study, 10 (26.32%) of the suicide attempters seen 
were known to the Parasuicide Counselling Service to be repeaters. This figure 
is roughly in keeping with the repetition rate reported in the literature (e.g. 
Morgan et al., 1976; Kreitman, 1977; Hawton & Catalan, 1982).
As has been discussed, there are several difficulties in studying this sub-group 
of suicide attempters in that patients being referred to the service who have not 
previously attempted suicide may later become repeaters and thus, confound 
any comparisons made between the two groups. Further, it is recognised here 
that a straight comparison between repeaters and non-repeaters is grossly
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oversimplistic in that we know that there are at least three types of repeater 
(See section 1.8 of the literature review).
In addition, there are likely to be important differences within any group of 
repeaters with respect to the motivation behind the repetition and the time that 
has elapsed between repeated attempted suicides (although repeats are more 
likely to occur within three months of the previous attempt (Bancroft & 
Marsack, 1977).
An analysis of the correlates of repetition (see Tables 4 & 5) show that there is 
no significant relationship between the tendency to repeat and the seriousness 
of the suicidal intent. From the sample it would appear that the tendency to 
repeat is unrelated to Age (corr. = 0.1394; N.S.), Employment Status (corr. = 
0.0278; N.S.) or Marital Status (corr. = 0.0545; N.S.). There is, however, a 
strong relationship between the tendency to repeat and Intropunitiveness 
(corr. = 0.3890; p<0.05), suggesting that those individuals who are low in 
Intropunitiveness are less likely to repeat. Further, there is a significant 
positive correlation between Depression and the tendency to repeat 
(corr. = 0.4029).
Given the small absolute number of repeaters within the sample it was not 
empirically feasible to study differences within the sub-group by utilising 
inferential statistics. It was, however, possible to examine gross differences 
between repeaters and non-repeaters (bearing in mind the limitations of the 
results as discussed above).
The differences between repeaters and non-repeaters are shown in Table 7 and 
Figures 5 and 6. There was no statistical difference between the mean ages for 
the two groups (t = 0.2112; N.S.). Although repeaters showed a tendency to be 
slightly more extrapunitive than non-repeaters this difference was not 
statistically significant (t = 1.0856; N.S.). However, as indicated in Table 7B, 
repeaters are found to be significantly more extrapunitive than normals
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(t=  1.8211; p<0.05), suggesting that they hold more hostile thoughts and 
denigratory attitudes about others.
Interestingly, the difference between the mean scores on the Intropunitiveness 
Scale of the PDS show repeaters have less self-confidence than non-repeaters 
(t = 2.0373; p<0.05). They are significantly more intropunitive than normals 
(t=  3.2332; p<0.005). Further, repeaters were found to have a significantly 
lower mean score with respect to their tendency to hold domineering social 
attitudes (t=2.1373: p<0.05) than non-repeaters, suggesting their increased 
tendency to be socially withdrawn.
Repeaters obtained a significantly higher depression (KDI) score than did non­
repeaters (t = 2.6259; p<0.02) although the two groups did not differ with 
respect to their suicidal intent (BSIS). In both groups, the mean suicidal intent 
score was low with the implication that repeaters show no higher risk of 
consummating suicide than non-repeaters. It should, however, be noted that 
whilst repeaters do not differ in their suicidal intent, there is always the danger 
of an accidental fatal overdose.
With respect to the research hypothesis, it can be confirmed that repeaters do 
show a tendency to be more depressed than non-repeaters, although, 
apparently, there is no increased risk of suicide. Repeaters do not differ from 
non-repeaters with respect to extrapunitiveness, although they are significantly 
more extrapunitive than normals. They also show a tendency to be more 
socially submissive than non-repeaters (low min) and are low in self- 
confidence. No relationship between repetition and marital status or 
employment status was seen.
The low suicidal intent of repeaters accompanied by a tendency towards 
extrapunitiveness is particularly interesting in the light of the theory outlined 
in Section 1.10 and discussed in Section 4.3. The theoretical implication is 
that this group adopts projection as a major defence. It may well be, then, that 
this group overdoses as a means of changing their psychosocial environment.
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When this is not perceived to occur, another overdose may be forthcoming. 
Such a possibility has implications for the prevention of repetition, which are 
considered in Section 4.8.
4.6 The Relationship between Parasuicide and Employment
This study provides further evidence for the importance of employment status 
as a central variable in attempted suicide. Correlations exist between 
employment status and Intropunitiveness (corr. = 0.4187; p<0. 025), 
Extrapunitiveness (corr. = 0.5127; p<0.01) and Depression (corr. = 0.3910; 
p<0.05). A closer examination of Table 5 and shows that unemployed suicide 
attempters are likely to have more hostile thoughts about others (corr. =
0.3913; p<0.05), are likely to be lower in self-confidence (corr. = 0.5360; 
p<0.01) and show some degree of depression.
Further when unemployed suicide attempters were compared with employed 
suicide attempters, they were found to have significantly more hostile thoughts 
(t = 1.9023; p<0.05) and held more denigratory attitudes towards other people 
(p<0.05). Interestingly, with respect to the significant difference in 
Intropunitiveness between employed and unemployed suicide attempters 
(p<0.005), it can be seen from Table 3 and Figure 6 that this is accounted for 
almost entirely by a lack of self-confidence (p<0.0025).
Table 8B shows the differences between unemployed suicide attempters and 
‘normals’. Despite the fact that employed suicide attempters do not differ 
significantly from the normal population (possibly because of their 
heterogeneity as a group (see Section 4.3)), unemployed suicide attempters are 
seen to be much more Extrapunitive (t = 1.327. p<0.005) and Intropunitive 
(t = 4.0173: p<0.0005) than ‘normals’. These results lend some weight to the 
suggestion made by Hawton and Rose (1986) in that this group may have a 
personal style that is over-represented amongst unemployed people. In other 
words, their depression and tendency towards intropunitiveness may indicate a
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psychological vulnerability that has predisposed this group to attempted 
suicide.
There is no evidence within the data to suggest that unemployment increases 
the seriousness of the suicide attempt. The mean score for suicidal intent 
(9.67) is low.
4.7 The Comparison of Maie and Femaie Suicide Attempters
As can be seen from Table 9 and Figures 5 and 53, male and female suicide 
attempters differ only in their mean scores on the measure of Depression 
(KDI) (t = 3.1578: p<0.005). Further, neither group differs significantly from 
the mean scores for Intropunitiveness, Extrapunitiveness or Dominance in the 
normal population reported on by Foulds and Bedford (1978).
The marked difference in mean scores for Depression is difficult to account 
for, particularly given the observation that males and females do not appear to 
differ on the Intropunitiveness measure. One possibility forwarded here is that 
the difference may relate to a differential expression of emotions between the 
sexes. Thus, it may be that the expression of negative emotions in women has 
earned a societal acceptance that does not occur when men express their 
distress through depression.
It should, however, be noted that whilst the mean KDI score for males and 
females is significantly different, the large standard deviations for each group 
suggest a widespread in the distribution of scores. This has the effect of 
reducing the meaningfulness of the arithmetic mean as a descriptive statistic. 
The implication is that although a difference might be shown up on a sample, 
the variability in scores is so large that we can make no sensible inferences 
about the individual’s possible range of depression on the KDI. In other words, 
the KDI is not a useful instrument for determining whether the level of 
depression in an individual is within the range expected according to the sex of 
the patient.
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4.8 Conclusions and Ciinicai Implications o f the Research
This study has gone some way towards clarifying some of the complex 
interrelations between a few of the numerous conditions and variables whose 
combined effect bring about the phenomenon of parasuicide. Whilst their 
study is academically interesting, we are left with considering the clinical 
implications and applications of the research findings.
In considering the findings as a whole, perhaps the first observation is that 
people who deliberately harm themselves (or carry out an act which is 
representative of deliberate self-harm) are a large and heterogeneous group. 
Whilst at one level such a statement may appear obvious, its significance is 
obscured by the blanketing effect of the current terms used to describe the 
behaviour (i.e. attempted suicide, parasuicide etc.). The current author believes 
that this effect reduces our understanding by increasing our confusion. Largely 
this may have been apparent to the reader when it became obvious that the 
term “attempted suicide” was being used to describe very different situations. 
Perhaps, then, the first clinical implication of the research is that it points to 
the need to develop a new set of terminology to help us organise our thinking. 
It would seem that whilst authors such as Stengel (1964) provided us with 
some clarity in outlining the psychological differences between attempted 
suicide and consummated suicide, there is a need to develop the taxonomy 
further.
The observation that some suicide attempters may be adopting an “I’m Ok, 
you’re Not Ok” position goes some way to explaining the limited success in 
the treatment of these patients. It is here that the psychodynamic approach may 
have something to offer. If the suicide attempter is adopting the position of 
“I’m Ok, you’re not Ok” and is projecting his hostility in therapy sessions, 
then Milan (1981) asserts that the defence must be interpreted. Failure to do so 
may prevent the formation of a therapeutic alliance. Thus, whilst the patient’s 
socially submissive behaviour and non-confrontational attitude may suggest
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the patient's indifference to the therapy, it may well be that he is harbouring 
hostile thoughts and attitudes about the therapist. The aim then of insight- 
orientated psychotherapy with such patients would be to reconnect them with 
the source of their hostility.
In contrast, the serious suicide attempter who adopts an intropunitive- 
depressive position based on the defence of introjection may well not be aware 
of their hostility and anger at all. So, whereas one goal in the therapy of the 
parasuicidal individual is to redirect and work through the angry feelings that 
they are aware of, the first aim in therapy with the serious suicide attempter 
must be to make them aware of their own anger.
A further implication of an hypothesis of misdirected anger in parasuicide is 
that whilst the suicide attempt may have temporarily altered the patient’s 
psychosocial environment, it is unlikely to have the effect of altering some 
aspects of the patient's personal psychological environment. Thus, the patient’s 
expectations of those around him are unrealistic and based on ego-defences. 
Thus, changes in the psychosocial environment may not, in reality, change the 
patient's psychological situation and may induce him to repeat the behaviour. It 
is suggested here that, again, insight-orientated therapy may help the patient to 
recognise this pattern and thereby make more realistic behavioural adaptations.
4.9 Philosophical implications for Future Research and Practice
This study has demonstrated some of the complexities of research within the 
field. The author has attempted to integrate some of the empirical findings into 
the existing body of theory and suggests that the theory is currently inadequate 
in explaining the wide range of phenomena now known to be associated with 
parasuicidal acts. It is suggested here that that until such time as a more 
comprehensive taxonomy be developed, that the range of behaviours be 
termed ‘suicidiform’ behaviours. This term conveys the links between 
consummated suicide and non-fatal acts whilst also suggesting its capacity to 
encompass a wide variety of differing but related behaviours.
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It may well be that empirical research might assist us in our efforts to develop 
a taxonomy for suicidiform behaviours, although, on occasions, it has been 
shown that the application of empirical findings is clinically useless (see 
Section 4.7). It seems important that we do not limit our mode of enquiry to 
the scientific method with its traditions of empiricism. It Bay be that much can 
be gained from adopting the traditions of hermeneutics (Hetherington, 1984) 
in developing our understanding of the single patient in distress. Perhaps, at 
best, the scientifically sophisticated methodology of inferential and 
multivariate statistics can provide us with rough and ready pointers fi*om 
which we can apply our clinical skills and intuition (keenly developed in the 
hermeneutic tradition) to synthesise an intervention finely tuned for the 
individual.
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Appendix I
Kidderminster Depression Inventory
TO BEADMINSTERED BY THE PARASUICIDE COUNSELLORS
This form is made up of groups of statements. Please read ALL of the 
statements in each group carefully. Please direct your interview such that all 
the items on the scale can be scored.
Circle the number in each group of statements that best describes the way that 
the patient feels now. Please provide a response for each group of statements.
Be sure to read all the statements in each group before making your choice.
GROUP A
0 The patient does not report feeling sad.
1 The patient reports feeling sad.
2 The patient reports feeling sad and has felt this way for longer than a week.
3 The patient reports feeling sad and has felt this way for longer than a 
month.
GROUP B
0 The patient is not particularly pessimistic or discouraged about the future.
1 The patient is discouraged about the future.
2 The patient cannot see anything positive about the future.
3 The patient cannot contemplate the future.
GROUP C
0 The patient does not feel like a failure.
1 The patient considers that s/he has failed more than the average person.
2 The patient feels that s/he has accomplished very little that is worthwhile 
or that means anything.
3 The patient considers that virtually everything that s/he has done has been 
a failure.
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GROUP D
0 The patient is not particularly dissatisfied.
1 The patient does not enjoy things the way s/he used to do.
2 The patient does not get satisfaction out of anything anymore.
3 The patient is dissatisfied with everything.
GROUP E
0 The patient does feel particularly worthless.
1 The patient feels bad or unworthy a good part of the time.
2 The patient feels bad or unworthy practically all of the time now.
3 The patient considers him/herself to be very bad or worthless all of the 
time.
GROUP F
0 The patient does not feel that s/he is being punished.
1 The patient has the feeling that s/he may be being punished.
2 The patient feels that s/he is currently being punished.
3 The patient feels that s/he deserves or wants to be punished.
GROUP G
0 The patient does not feel disappointed with him/herself.
1 The patient does not like him/herself.
2 The patient is disgusted with him/herself.
3 The patient hates him/herself.
GROUP H
0 The patient does not feel any worse than anybody else.
1 The patient is very critical of him/herself for his/her weaknesses or
mistakes.
2 The patient blames him/herself for everything that goes wrong.
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GROUPI
0 The patient doesn’t cry any more than usual.
1 The patient cries more now than s/he used to.
2 The patient cries all the time now and finds it difficult to stop.
3 The patient used to be able to cry but now can't cry at all, even though s/he 
wants to.
GROUP J
0 The patient wakes up at about the same time as s/he always used to.
1 The patient wakes up later in the mornings that s/he used to.
2 The patient wakes up earlier in the mornings than s/he used to.
3 The patient wakes up extremely early in the morning, but has not always
done so.
GROUP K
0 The patient's appetite is the same as it always was.
1 The patient finds him/herself eating more now than s/he used to.
2 The patient finds him/herself eating less now than s/he used to.
3 The patient has lost his/her appetite to the point where it is an effort to eat 
anything.
GROUP L
0 The patient feels able to do things as s/he have always been able to.
1 The patient finds that doing things requires more effort than it did
previously.
2 The patient finds it difficult to get started on most things.
3 The patient finds it virtually impossible to do even the simplest things.
GROUP M
0 The patient shows a variety of different facial expressions during the 
course of the interview.
1 The patient tends to look sad during the course of the interview.
2 The patient looks empty and expressionless during the course of the
interview.
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GROUP N
0 The patient shows evidence of voice intonation during the course of the 
interview.
1 The patient's voice sounds dull and lifeless during the course of the 
interview.
2 The patient's voice sounds dull and lifeless and there is also an appreciable 
delay before the patient answers your questions.
Please add up the patient’s score and write it in the space provided. Please
remember to return this form to the Chairperson at the next Parasuicide
Counselling Group Meeting.
DEPRESSION SCORE = /39
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Appendix II
Beck Suicidal Intent Scale
Please fill in the following details for the patient being interviewed. 
Sex: Age: Occupation:
Previous Attempts: (Yes/No) Date:
Method Employed: (e.g. Overdose, wrist-cutting, etc.):
Please circle the number that best describes the objective circumstances under 
which the attempt took place.
1. ISOLATION:
0 Somebody present
1 Somebody nearby or in visual or vocal contact
2 Nobody nearby or in visual or vocal contact
2. TIMING
0 Intervention probable
1 Intervention unlikely
2 Intervention highly unlikely
3. PRECAUTIONS AGAINST DISCOVERY/INTERVENTION
3 No precautions
4 Passive precautions (e.g. avoiding others but doing nothing to 
prevent their intervention; alone in room with unlocked door)
5 Active precautions (e.g. locked door)
- 3 2 6 -
4. ACTING TO GET HELP DURING/AFTER THE ATTEMPT
0 Notified potential helper regarding attempt
1 Contacted but did not specifically notify potential helper regarding 
the attempt
2 Did not contact or notify potential helper
5. FINAL ACTS IN ANTICIPATION OF DEATH (e.g. gifts, will, 
insurance)
0 None
1 Thought about or made some arrangements
2 Made definite plans or completed arrangements
6. ACTIVE PREPARATION FOR ATTEMPT
0 None
1 Minimal to moderate
2 Extensive
7. SUICIDE NOTE
0 Absence of note
1 Note written but tom up or thought about
2 Presence of note
8. OVERT COMMUNICATION OF INTENT BEFORE ATTEMPT
0 None
1 Equivocal communication
2 Unequivocal communication
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The following items relate to the patient s perceptions of the attempted suicide. 
Please circle the number that the patient feels best describes his/her 
perceptions of the attempt.
9. ALLEGED PURPOSE OF THE ATTEMPT
0 To manipulate the environment, get attention or revenge
1 Components o f ‘0’ and ‘2’
2 To escape solve problems
10. EXPECTATIONS OF FATALLTY
0 Thought that death was unlikely
1 Thought that death was possible but not probable
2 Thought that death was probable or certain.
11. CONCEPTION OF METHOD’S LETHALITY
0 Did less to self than thought would be lethal
1 Was unsure if action would be lethal
2 Equalled or exceeded what was thought to be lethal.
12. SERIOUSNESS OF ATTEMPT
0 Did not seriously attempt to end life
1 Uncertain about seriousness to end life
2 Seriously attempted to end life
13. ATTITUDE TOWARDS LIVING/DYING
0 Did not want to die
1 Components of ‘ 0 ’ and ‘ 2 ’
2 Wanted to die
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14. CONCEPTION OF MEDICAL RESCUABILITY
0 Thought that death would be unlikely with medical intervention
1 Was uncertain whether death would be averted with medical 
attention
2 Was certain of death, even with medical attention
15. DEGREE OF PREMEDITATION
0 None, Impulsive
1 Contemplated for 3-hours or less before attempt
2 Contemplated for more than 3-hours before attempt
PLEASE ADD UP THE TOTAL SCORE FOR THE PATIENT AND 
ENTER IT BELOW. A SCORE OF ‘30’ INDICATES SERIOUS 
SUICIDAL INTENT, WHILST A SCORE OF ‘0’ INDICATES NO 
SUICIDAL INTENT.
SUICIDAL INTENT SCORE:
Please return this form to the Chairperson at the next Parasuicide Counselling 
Group Meeting.
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Appendix
m U L D S /# D :B M D F O R D # W i# # r W y  AND: SCALES 
pJkS .O w i) ^
/VêocK
FuItNàii^  . . .y-.. . . . . . ,  y., iy; . ry... .:yy ,y^ X:'.#i»
T (#^?^D at6  y , , .':y.y . y . . .  ... .. .Date of tO rth... . . . . . . . . . . .  . . . . . .  Ag
Marital S t a m s , . . . . ................ ...........
OcwpatWn- < «*.y. . ............. .................. .. . . \ . .  i ........ .:»,... .y. . . . .
INSTRUCTIONS .
Thiÿbooldêt contain* d ëc flp tiM sq f how ÿpù Aiouglit, of K te d ^ w n n g /n w to f ;^ ^
Below each statement there are four words or phrases; choose the one which best describes you and draw a circle ; 
round#:
Your answers vnll be^rcgardéd as strlctly confidential.
EXAMPLES
1. Most o f my life I h a #  with other people.
Neariy always Seldom Never
The firstexarh|?le#>uld:me#:that^iUost of your 11^ you have often enl(^Al;:&ingiwith^o^^
2 MÛsfofmy:ll#iltaww6m
Seldom. Often'û:.: . : .  .N eadÿia#»^;
The second example would mean that mdst o f^o u fiife  # u  have never y iw rl^  about the future.
3. M o sto fm y lH ie lh a# th o u g h t# a tm y o p m io h isa^ g o o d as th cn ex tm an 's .
Nearly alw a#  . 0 ^  Never
The third example wbuld jnean # a t  most of your life you have seldom thought that youf opinlon isj^^ 
'a s th e n e x t.m a u 's . '/ '
^ lo s to f  my life I have felt a bit o f a failure.
Never Seldom Often ( Very ofter^
The^#urth example W u ld n w #  most o f your life you have very o f tm fe lt  a bitUf afaHurie.
If ÿôu am not sure what to dUpleàse ask now. Otherwise please turn to the rw (t page.
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V«y.d#ih_ QfW Sei^ m .
2  V : Wa^ to act in. a véry %ümblej#%y .:
3. ( # %  d f  f h ÿ È #  I h aY #% Q U ght#at people w ili leH W ïtr û th , even if  It ÿrts them  Into trouble;
Nearly a(#aÿ$ 0 # »  Seldom Niÿiw.,
4. Most o f  my life I hàviëfWt as capable as other people. :
...:, Never. X. .^ Sddom: . . ... .(# e ig r : /\  .;!:à:;N Ï^
: J: Most o f my llfiê, when 1 ^  wanted:to have a row wl#i w m eone, f  have dope so.
Nearly always ' . - Seldom Ne%# ':
6. Most o f m y  II W h a v ê ;p p i^ r fe d  # W |k e ,â  ld $ d f advice before doing a n y th l;^ :
Never Seldom Often Nearly always
7. Most o f my lifé l  have f<^it!:llke#li^ p ^  to go to blazes.
Nearly always Often Seldom Never
8. : M o s to f m y  IM^Whiwii iMÎ^^irdup, f  have been quite con ten t to  be led.
Seldom Often Nearly
9. Most of my life, when someone has been parUçülârly he^ful, I've wondered What real reason lay behind it. 
Nearly always : Often Seldotn Never
1& - Mdsf t ^ m ÿ ' l i f # T l ) . à y e mys^f . -
N e v e r  .  : :  ; : : ; ; : ; : . ;  : : : . : : ; ' S # d : 0 : m  : :  : .  : ; O f t e n  : ; N e a r l y ;
11. Most of my life, when I "védlsllkcd someone, I have shown IL
Nearly always Often Seldom
12. Most o f my life l  haye w a n # ip len ty  o f  support from people.
Never :# ld d m  Often Nearly always
, Now please continue on pages 3 and 4
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: ./:Ve ;^idQ#T: ::: , ;. r D R ent. SeWW ; : iiNëWg;
:Ï4. : Mâdi'd#îB#^l0!#jb^0Pi^.:(WiWti6#domlhaW:by'S6mêbpé:êl#
y&ddom Often Nearly W#
15. Most o f  m ÿ lï fe l  W vé W k yed  that people are prçtly MjliaWe,
NeaM yah#^ : / : Often Sdikm.. Never
: I#:: . :
Never ' . T W d W : - ..OÀAn" Nearlyahyays:.:
17. Most o f  my life, when I've been angry with someone. I've bottled It up.
Nearly always : \  ;::0#én Seldom Never
18. Most o f my life I h a # l l l ^ # : |%  vh at needs doing.
Never :: 'S d b m ;  O ften Nearly always
19. Most o f my life I have wanted *P ÿVe someone a piece o f my mind.
Very often O ften Seldom Never
20. MostofmylIfelhaydpféferrWitoMpbopléhayptbi^rown
.Nevèr :h  . : ::
21. Mpst o f my life I have felt that people would tell lies to  get ahead. 
Nearly always
2 2  Most o f  my life ( have given up doing something because I thought too little o f  my own ability.
. ' i;: :  ^ , Very often j: /  ; : '
23. Most o f my lift evm  c r b ;^ ;T W  people get away with it.
Nearly always Gftep Seldom Never
24. Most o f  my life I have tieen content to lean on other people for emotional support.
Never Sbldpm Often N%My.alw4yS i.
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2$. M 6st#m y lîfé I 
V#y often
26. 'MtAt.qpmydîft I have been happy%:play second hddjë.
Never Seldom Often Nearbradways
27. ..........
Seldom Never
28; Most o f  my life I have fgit th%,;^en when difficulties were piling up, I would overcome them.
Often V iw yofftn
29; . ! # % t o f  my life, when i ' #  jusUfled in iW h ÿ
uncertain terms.
Very often  Often Seldom Never
301: ; -Most o f my life I have preferred to fihd out f o r # ÿ ^ f : ^ ^  done,
Never Seldom Often Nearly always
31 . Most o f m y life i have felt like blaming others when things have gone wrong.
Nearly always : Often Seldom Never
32. Most o f my life I have preferred to stay in the background.
Never Seldom Often Nearly always
33. Most o f my life f  :h a # % # @ t:w e  can safely trust pjimple.
. Often SWdbrfi: : Never
34v Mdst o fm y  life I have felt pretty useless.
Nearlyal##^ :
35. Most o f  m y :|ife ;:;# t# 3 # :fé lt  like 
I have done so.
Nearly always i O ften : Seldom
36. Most o f  my life |  h W iW k d  a lo to f  help from.ôthër people.
Never Seldom Often Very often
Now please check thatyPdhave put a circle round one o f the choices for every statement.
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i: HT. :
LSC
DEP
MIN
HA
EXTP
DOM
C.N.NO. 
P.Oiag. 
Pcfs A.
i g  B e d f o rd  & F o u ld * . 1 9 7 8
All r ig h t s  r sw e rv e d . N d î  to  be. r e p r o d t i c s d l e  a n y  f o r m  o r  b y  a n y  m e : n «  w i th o u t  d i s  w r i t te n  p e r m i s s io n  o f  ’n e  p u b l i s h e r s ,  
P u b W w d  b y  T h e  N F E f t N W U N  " w b i a h ln q  L o - r p t n ,  L td .. D a r v i l t « H o u « # .2 0 x < o r d  A o # d E W L . I M ÿ ^ . # « A * ^
114.841  G o d e  4 3 0 0  21 4
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Items of the Personality Deviance Scale 
(after Bedford & Foulds, 1978)
All Items are preceded with, “Most of my life”.
Extrapunitive Scale 
No. Item
1. I would have liked to get my own back on someone. (ht)
g I have thought that people will tell the truth even if it gets .,  .
them into trouble. ^
7. I have felt like telling people to go to blazes. (ht)
^ When someone has been particularly helpful. I’ve
wondered what real reason lay behind it.
13. I have felt the urge to smash things. (ht)
15. I have believed that people are pretty reliable (do)
19. I have wanted to give someone a piece of my mind (ht)
21. I have felt that people would tell lies to get ahead. (do)
25. I would have liked to pick a quarrel with someone. (ht)
27. I have felt that people are out for what they can get. (do)
 ^^  I have felt like blaming others when things have gone
wrong.  ^ '
33. I have thought that one can safely trust people. (do)
Intropunitive Scale
4. I have felt as capable as other people. (Isc)
. I have preferred to take a lot of advice before doing .
anything
10. I have had confidence in myself. (Isc)
12. I have wanted plenty of support from people. (dep)
16. I have been very unsure of myself. (Isc)
18. I have liked to be told what needs doing. (dep)
I have given up doing something because I have thought .
too little about my own ability. ^
_ . I have been content to lean on other people for emotional ., .24. ^  ^ (dep)support
-335 -
I have felt that, even when difficulties were piling, I .28. ^ ^ (Isc)would overcome them.
30. I have preferred to find out for myself what’s to be done. (dep)
34. I have felt pretty useless. (Isc)
36. I have needed a lot of help fiom other people. (dep)
Dominance Scale
2. I have been content to act in a very humble way (min)
5. When I have wanted a row with someone, I have done so. (ha)
8. When in a group, I have been quite content to be led. (min)
11. When I have disliked someone, I have shown it. (ha)
14. I have been content to be dominated by someone else (min)
17. When I’ve been angry with someone. I’ve bottled it up. (ha)
20. I have preferred people to have their own way. (min)
23. Even when crossed, I let people get away with it. (ha)
26. I have been happy to play second fiddle. (min)
When I’ve thought I was justified in losing my temper, I _
have done so in no uncertain way.  ^ ^
32. I have preferred to stay in the background. (min)
When I have felt like blaming someone to their face for .
something that has gone wrong, I have done so.
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Appendix IV
Table of Scores for the Patient Sample
s o x A g e IN T P E X T P B S I S KDI D O M R e p e a t S t a t u s
1 39 G G 6 8 G G
2::  ^ M  y 19 777^ # :
m 22 7 -7 .:# 7 . .::::#7 .77;;7:7i87 M MARRIED
4 F 7 7 ^ ! '2 # 24 :7:77#7:y 1 MARRIED
5 F 27 :.77;|;7;. 0 7  7:|37 :77777.G::: G
6 M 18 7 :7 # 4 j^ ; # 77:7^ 7:y7iiii # 7 7 # ..y :: , SINGLE
t M ! 25 77:;:..: 18 . 7 4 :/ 7y:.:yyG. "7:7,171 1 SINGLE
8 M 16 :4 . :^7:'7;B :197: ■:,y:y:(^ . 10 18 y:; y G !y SINGLE.: y:y
9 M: : : : 25 ■ 27 :;7 25 : 2 11 y 24:: 1
10 F - :F 2 " ; 7 # ' : . 267 m :7#5y : :777yyy:23^ ly...y.
11 .-F.:.,;..' 42 19 : 24 y 20 18 22!- G
12 46 7' ' 7; :7:::() : 7: :7747 :.7:7.:,.247 G:: y MARRIED
13 :;:::F' 17 30 20 9 5 23 G SINGLE
14 M 39 32 19 19 13 y y;.:!.: 20y ..y. . .-. ...:.:Gy..
15 15 26 22 8 14 7 247 G SINGLE
16 41 27 24 5 G 77..:237 : y. .::yG:y:, .. SINGLE
m M 24 22 25 G 9 :ÿ: 2 # y.,..- ,/Gy SINGLE
18 F 39 22 16 G 3 .7 :7 .:::# yy;.y.../::::y.:lmy:.!:y::::y:y MARRIED
19 M 15 26 23 4 1 77 277 "::7.::.i::" '7:":: SINGLE
20 M 18 0 G 16 13 7y:: .. :#:: :.y..y:7.::y|Gyy:.. SINGLE
21 F 23 18 21 14 11 21: :7Gy: 7:::::: MARRIED
22 F 23 .y::2l:: - 18 4 4 ..:y.:,. .yyli:, y ^ ; . .m : y j m SINGLE
23 M 28 27 25 G 1 20 y: 7 # : SINGLE
24 ■ :  F : 39 G G 19 31 G y.:y;:;l: :
25 F:. .. 29 31 21 G G 23:-: ' :;::yGy.y:yy MARRIED
26 #7  - '8 # ■■■■:7;:7'^ :0:i :;:;::y.y.. 3. : :y'::7.,y.;,yQy::. ::7 .::70: y::;yy WIDOWED
27 F ; y 15 7 30 .24 : 5 1 .......23- : : :7yoy y: 7;7: SINGLE
28 B:' ''-''m:' : . 74227 4 7  7-.:#7 y :::::, :2 ! .77 : 4.: : y ..l#:: G MARRIED
29 / . .F : 17 7 27 7:7. 7 7 :2 0 : 20 y # G SIN G ll:
30 F '■ ■ 4 # ' 7::'::347: .. .::.:!ÿ772Gy 7:7:#,; . y # : : : G MARRIED
31 F 25 28 24 11 15 24 G DIVORCIl)
32 M 23 24 M y . y:y::::y,.5.y :yyy...27 . . .23:::. G MARRIED
33 M 16 27 26 14 1 - -23-: G SINGLE
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